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Foreword 


This is an unusual and valuable book. The editor, Frank M. Ochberg, 
M.D., has been a pioneer in the study of victims of violence. As his 
understanding has deepened over the years, he has turned his attention 
to the treatment of such victims. In a highly compassionate way, he 
has brought to bear the knowledge and skills of several different 
professions in the effort to heal the wounds of those who have been 
suddenly and cruelly violated. This leadership has had a stimulating 
effect on workers in various fields who have come to recognize that 
the treatment of these victims is an important and neglected problem, 
one that has been tragically growing in the contemporary world. 

In this volume, experts come together to pool their knowledge and 
experience so that others, too, will pay attention to victims of violence 
and their treatment will improve in the years to come. From several 
perspectives, the authors clarify what it means to be a victim of violence, 
what symptoms ensue, what people try to do to cope, and how others 
may help the victim to strengthen coping skills and work through: the 
legacy of this extraordinary experience. 

Frank Ochberg is a physician and psychiatrist who has taken the 
trouble over two decades to inform himself firsthand of the many facets 
of human aggression and violence. He has done excellent, scholarly 
work on these topics, being drawn from the beginning to an approach 
that would combine the insights of different disciplines. He worked at 
the interface between criminal justice and mental health. He learned 
about terrorism, including terrorist manipulation of the media, hostage 
Negotiations, and victim behavior under extreme stress. He dealt with 


he the victims of an unpopular war, with the victims of street crime, with 


‘the victims of terrorists, with the victims of household assault. Increas- 
ingly, Ochberg came to focus on the experience of the victim, trying 
out what could be done to ease the suffering and diminish 
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f the victim, despite the injury. Behind 
tee os ‘ ee ums, these therapists see basic human 
the _ capabilites. They treat the victims with genuine respect and 
alert. They seek existing coping skills, help to build upon these in 
new ways, and avoid any implication of further depreciation for a victim 
who is already feeling devalued. Essentially, the model used by the 
authors centers on stress and coping and is integrative with respect to 
biological, psychological, and social factors. Empathy for the victim 
comes through on almost every page, along with an open-minded 
searching for effective responses. 
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endocrine system are prominent. Such reactions do not readily go away 
after a severely disturbing experience. For example, sleep disturbance 
is one manifestation of a tendency to keep scanning the environment 
for recurrent danger. Episodes of intense anxiety are not unusual. 
Depression also occurs, Such manifestations of distress can seriously 
interfere with the victim’s ability to acquire new coping skills and come 
to terms with the post-traumatic situation. Therefore, judicious use of 
medication to facilitate sleep or to alleviate symptoms of emotional 
distress may be quite helpful. These matters are considered here along 
with the emphasis on individual psychotherapy and the social support 
network of the victim. 

Many illuminating examples of specific human predicaments, involv- 
ing people from different backgrounds in different circumstances, are 
given throughout the book. Much ingenuity is apparent in responding 
specifically and sensitively to individual needs, including the personal 
meaning of the events. Through all this diversity there are some basic 
orientations. To every victim the therapist brings an orientation which 
says in effect: “I am sorry this happened. And I am glad you were 
not killed. It was not your fault.” Indeed, a “survivor psalm” evolved 
which became a part of therapy’s termination for each patient. It is 
worth quoting here because it captures in a vivid and poignant way 
the essence of the objectives these therapists have sought in their 
difficult work. 


I have been victimized. 

I was in a fight that was not a fair fight. 

I did not ask for the fight. I lost. 

There is no shame in losing such fights, only in winning. 

I have reached the stage of survivor and am no longer a slave of 
victim status. 

I look back with sadness rather than hate. 

I look forward with hope rather than despair. 

I may never forget, but I need not constantly remember. 

I was a victim, 

1 am a survivor. 


Overall, this book provides humane insight and practical guidance 
anyone who cares deeply about victims of violence. It fills a distinct 
niche in the professional literature on this serious problem 

and also opens illuminating windows on wider problems of growing 
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Editorial Note 


The Editorial Board of the Psychosocial Stress Book Series is proud 
and delighted to add the eleventh volume to the Series, Post-Traumatic 
Therapy and Victims of Violence, edited by Frank M. Ochberg, M.D. The 
Series strives to develop and publish books that in some way make a 
significant contribution to the understanding and management of the 
psychosocial stress-reaction paradigm. In particular, Series books are 
designed to advance the work of clinicians, researchers, and other 
professionals involved in the varied aspects of human services. These 
professionals must help clients confront and find solutions to the chal- 
lenges associated with psychosocial stress. 

This book and every book proposed for the Series is subjected to an 
intensive review by the Editorial Board. As a “refereed” book series, 
this insures that only the most important contributions are published. 
Indeed, the quality and significance of the Series are a product of this 
nationally and internationally respected group of scholars who compose 
the Editorial Board. Like the readership, the Board represents the fields 
of general medicine, pediatrics, psychiatry, nursing, psychology, soci- 
ology, social work, family therapy, political science, and anthropology. 

This book focuses on a wide variety of victims and treatment methods. 
The volume’s editor is an internationally known psychiatrist, former 
chair of the American Psychiatric Association’s Task Force on Terrorism, 
former Director of the Michigan Department of Mental Health, and 
currently Clinical Professor of Psychiatry and Adjunct Professor of 

1 Justice at Michigan State University. Ochberg’s introduction 
Provides a good description of his impressive background (what he 
calls his “personal education in the field of victim services’) and 
€normous qualifications for producing this book. 

It is therefore not surprising that he was able to attract so many 

; ly known scholar-clinicians to contribute to this unique 
5 Volume, Indeed, 17 scholars, primarily psychiatrists, nurses, and psy- 
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Post-Traumatic Therapy 
and Victims of Violence 


FRANK M. OCHBERG 


This volume about therapy for victims of violence is addressed pri- 
marily to clinicians—practitioners of the healing arts. Clinicians are a 
varied lot with remarkable differences in background, beliefs, and meth- 
ods. These differences occasionally harden into orthodox schools of 
thought, dictating specific approaches to clinical problems and excluding 
the theory and technique of competing schools. On the other hand, 
most, if not all, therapists share common concerns regarding symptom 
reduction, enhancement of coping skills, and restoration of capacity for 
both independence and interdependence. Whether the clinician is a 
generalist, seeing a cross-section of clients, or a specialist, focusing on 
a particular problem or age group, he or she wants to serve the cause 
of psychological competence. The generalist, who treats the young and 
the elderly, the individual and the family, the worried well and the 
seriously impaired, has a broad experience of the human condition and 
sooner or later encounters the impact of victimization. The specialist 
may focus on rape or incest or military casualty and may work in a 
Setting that attracts the victimized, such as a shelter for battered women, 
a probate court, or a Veterans Administration clinic. Furthermore, the 
specialist may have a particular technique or interest that increases the 
likelihood of working with victims. Examples include family therapy 
for incest situations, hypnotherapy for trauma survivors, and crisis 
intervention for victims of sexual assault. We expect both generalists 
_ and specialists to read this book and have designed the content and 
es accordingly. 
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and friends were moved to examine the causes of violence in our 
society, and together we wrote Violence and the Struggle for Existence 
(Daniels, Gilula, & Ochberg, 1970). In her foreword, Coretta Scott King 
noted, “It is ironic that men who sought to eliminate violence in human 
affairs should have died by violence, and this reason alone should 
stimulate serious study to lead to its ultimate elimination in civilized 
society” (p. xi). We have made little progress in reducing violence, but 
some in understanding its impact. 

Employed by the National Institute of Mental Health, I paid particular 
attention to the interface between the fields of mental health and criminal 
justice during the next decade. In 1975 the U.S. Department of Justice 
commissioned an inquiry into disorders and terrorism, holding hearings 
across the country and recommending standards and goals for govern- 
ment agencies (National Advisory Committee, 1977). As the repre- 
sentative of NIMH on the Committee, I learned about terrorist manip- 
ulation of media, hostage negotiation, and victim behavior under extreme 
stress. Conrad V. Hassel represented the FBI on the Committee. He 
suggested that I focus on the victim of terrorism. With the encouragement 
of the FBI and the support of the U.S. Public Health Service, I spent 
a year in Europe learning about victims of political terrorism and training 
detective negotiators in nonviolent conflict resolution methods. While 
I was abroad, Moluccan dissidents captured a school and a train in 
Holland, holding 160 men, women, and children hostage. I was a 
participant-observer in the forward command post and a collaborator 
in the design of a psychiatric reception center for victim-survivors, 
These events were reported in a later book, Victims of Terrorism (Ochberg 
& Soskis, 1982). 

If the Stanford experience and the book Violence and the Struggle for 
Existence taught me that human aggression is deeply ingrained, multiply 
determined, and unlikely to be channeled into totally constructive 
behavior, the counterterrorist studies and the book Victims of Terrorism 
taught me to respect the human capacity to withstand extreme stress. 
Every victim I have known has described some coping mechanism, 
some aspect of survival behavior, and has therefore contributed to a 
general theory of post-traumatic adjustment. 

After the year in Europe, a decade ago, I returned to the NIMH and 
Served as Associate Director for Crisis Management, promoting disaster 
tesponse plans, consulting to the U.S. Secret Service on stress among 
agents, and training Air Force officers on contingency planning for 
terrorism and sabotage. But two other experiences were far more im- 

_ portant in shaping my approach to victims and victimization. 
_ The first was a three-year term on the Committee on Women of the 


ic Therapy and Victims 


sation, Here Il learned the depth of sexi 
oe gubtle sometimes blatant bias agair 


chiatric tle, 
American aah metimes SU pias occurs in families, schools 


As 
$0 
ee cu : 
ae . equal © Pm professionals: Feminist leadership in psy- 
- mo it i rful and persuasive 
the workpiae” a ent occurrence, put it is powe f a persuasive 
chiatry is a Ve rec ple, has roved that the theories of Freud 
judith Herma® “ momplat about sexually abusive fathers, are com- 
§ , ‘ 
Her evidence 18 © 


ompelling and well substantiated (Her- 
pletely we : 'g voices Were heard and heeded, the male 


t until women aps 
net ae and blame the female victim held sway. This struggle 
are “8 over, but a profound change in viewpoint has eeated in 


this decade. The feminist philosophy clearly evident in this book is no 
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My second experience was an unsuccessful candidacy for the post of 
Medical Director of the Veterans Administration. I had been encouraged 
: en Sh caiass by several colleagues and in so doing became 
ee ya cien, thew os “sta oni 
powerless, National Ea cat ese were victims: hurt, hurting, and 
against the warrior (Ewalt i831), Ther ee oe tl erro 
The nature of the conflict in " a. honor to ease reer’ 
So era in American hist e jungle, the extreme alienation i 

atants subject to vi story—all made this war and these com 


h ctimizatio 
ing i eae stress ela eee ery Vietnam _ 
ung recollection that ty eee se cndured the fear. oom 


cruelty an as 

Oo my ao Pifies those who have experience 

Of the sectors « education in the field of vi Il 
victim services came in 4 


4 national th at are respons; 
our heme this nsible for th a 
ie vie on j en the a of victimology f 
a Berar? vem ing 4 
vege i Hh Us to a ee domestic a, end of the 
td sta Itical terror: Nguish the warrio as ee -— 
to householge Bins victi ee of 
8 and tha olds ictims to the center ° 


t ; 
Tesidential have , = Coping skills) inviting us to identi 


; elentn ting victims of violence ‘ 

hospi, 2°c0 Tg & Foi g and implementing @ stré 
pital exttRodates ys, FoitK, 1984), Our progr=™ ihe 
Nment, with | Seven clients in a delib erate!) 


training in physical fitneS* ; 


ss 


Post-Traumatic Therapy and Victims of Violence 


laxation, nutrition, and assertiveness; discussions of identity, anxiety, 
depression, and victimology; individual, group, and family therapy. 
When I see outpatients, I encourage participation in fitness programs 
and education in relaxation techniques. The psychotherapy approach is 
the same in residential or office settings. 


THE POST-TRAUMATIC STRESS DISORDER 


The post-traumatic stress disorder (PTSD) is a relatively recent term 
defined in DSM-III (APA, 1980) and redefined in DSM-III-R (APA, 
1987) as follows: 


A. The person has experienced an event that is outside the range 
of usual human experience and that would be markedly dis- 
tressing to almost anyone, e.g., serious threat to one’s life or 
physical integrity; serious threat or harm to one’s children, 
spouse, or other close relatives and friends; sudden destruction 
of one’s home or community; or seeing another person who 
has recently been, or is being, seriously injured or killed as 
the result of an accident or physical violence. 


B. The traumatic event is persistently reexperienced in at least 
one of the following ways: 


(1) recurrent and intrusive distressing recollections of the event 
(in young children, repetitive play in which themes or aspects 
of the trauma are expressed) 

(2) recurrent distressing dreams of the event 

(3) sudden acting or feeling as if the traumatic event were 
recurring (includes a sense of reliving the experience, illusions, 
hallucinations, and dissociative [flashback] episodes, even those 
that occur upon awakening or when intoxicated) 

(4) intense psychological distress at exposure to events that 
symbolize or resemble an aspect of the traumatic event, in- 
cluding anniversaries of the trauma 


Persistent avoidance of stimuli associated with the trauma or 
numbing of general responsiveness (not present before the 
trauma), as indicated by at least three of the following: 


) efforts to avoid thoughts or feelings associated with the 


(2) efforts to avoid activities or situations that aro - 
___ dections of the trauma me 
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D. Persistent symptoms of increased arousal (not present before 
the trauma), as indicated by at least two of the following 


(1) difficulty falling or staying asleep 

(2) irritability or outbursts of anger 

(3) difficulty concentrating 

(4) hypervigilance 

(5) exaggerated startle response 

(6) physiologic reactivity upon exposure to events that sym 
bolize or resemble an aspect of the traumatic event (eg. 
woman who was raped in an elevator breaks out in a sweat 
when entering any elevator) 


E. Duration of the disturbance (symptoms in B, C, and D) of a 
least one month. (pp. 250-251) 
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5. Paradoxical Gratitude: positive feelings toward the victimizer 
ranging from compassion to romantic love, including attach- 
ment but not necessarily identification. The feelings are usually 
experienced as ironic but profound gratitude for the gift of 
life from one who has demonstrated the will to kill. (Also 
known as pathological transference and “Stockholm syn- 
drome.”’) 

6. Defilement: feeling dirty, disgusted, disgusting, tainted, “like 
spoiled goods,” and in extreme cases, rotten and evil. 

7. Sexual Inhibition: loss of libido, reduced capacity for intimacy, 

more frequently associated with sexual assault. 

. Resignation: a state of broken will or despair, often associated 
with repetitive victimization or prolonged exploitation, with 
markedly diminished interest in past or future. 

9, Second Injury or Second Wound: revictimization through par- 
ticipation in the criminal justice, health, mental health, and 
other systems. 

10. Socioeconomic Status Downward Drift: reduction of oppor- 
tunity or life-style, and increased risk of repeat criminal vic- 
timization due to psychological, social, and vocational im- 
pairment. 


oOo 


Eventually we will have a diagnosis of victim stress disorder based 
on clinical evidence and treatment paradigms. Until then, clinicians 
must apply the officially recognized diagnostic categories that best fit 
each individual victim. When victimization is severe, PTSD will usually 
be the appropriate diagnosis. 


POST-TRAUMATIC THERAPY: CLINICAL 
PARADIGMS 


Who was it who said, ‘There are two kinds of people in the world: 
Those who divide people into two kinds, and everybody else’’? At the 
tisk of being pigeonholed, I suggest that there are two kinds of psy- 
chotherapies applied to those who seek help after a traumatic event. 
One focuses on the preexisting personality and suggests that symptoms 
have more to do with the weaknesses, limitations, and unresolved ante- 
bellum issues than with the forces of the catastrophe itself and its 
aftermath. A second clinical approach concentrates far more on the 
Tecent events, the coping skills and strengths of the victim, the realistic 
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Victimization is a process described by Symonds (1980) and Ochberg 
(1986) which is related to, but distinctly different from, bereavement. 
The bereaved loses a significant other. The victim is deliberately, unjustly 
harmed or coerced by another human being. The bereaved feels loss. 
The victim feels like a loser. The bereaved feels sad. The victim feels 
humiliated. The bereaved may feel as though a part of himself or herself 
has been ripped away. The victim often feels diminished, pushed down 
in a hierarchy of dominance, exploited, and invaded. These terms 
describe the act of victimization as much as they describe the ensuing 
feelings of the victim. Just as bereavement conjures up a time course 
of suffering, beginning with the loss and ending with reequilibration, 
victimization should suggest a similar transient state of personal dise- 
quilibrium, beginning with unanticipated trauma and ending with sur- 
vivor status or reequilibration. But since we have so little language to 
explain victimization and few culturally accepted rituals of support, it 
becomes the task of the therapist to normalize the process. The therapist 
can actually explain the similarities and differences of bereavement and 
victimization. The therapist can help the victim understand the expected 
symptoms, the time course of healing, and the reasons for experiencing 
shame and ostracism, while disagreeing with those who perpetuate 
shame and ostracism. 


Autonomic arousal is a physiological response to danger that has been 
well described and documented by Selye (1976) as a component of the 
general adaptation syndrome. Almost all trauma survivors can describe 
manifestations of autonomic nervous system activation. This could occur 
on seeing the injury or death of a loved one, on hearing shocking 
news, on assimilating the reality of a permanent loss, or on undergoing 
any phase of victimization. Such arousal is often experienced as fear. 
When it is revoked without a clear stimulus, it is experienced as anxiety. 
The clinical approach to post-traumatic fear or anxiety is best concep- 
tualized according to DSM-III nomenclature as generalized anxiety, 
panic, or phobia and treated accordingly. Clarifying the particular pattern 
of anxiety leads clinician and client beyond the broad, descriptive 
diagnosis of post-traumatic stress disorder for an important reason: 
Specific pharmacotherapies and desensitization therapies exist for these 
distinct forms of anxiety. A client should make an informed choice 
among treatment options. Furthermore, a therapist should distinguish 
between treating a conditioned anxiety response and the psychological 
and social situation that derives from being victimized or bereaved. For 
example, a mother is injured by a hit-and-run driver and her daughter 
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being have been invaded. People experiencing this often describe such 
sensations and feelings as “I was turned inside out,” “I was defiled, 3 
“1 was disgusted.” The feeling of disgust is different from feelings 
described above and may be a remnant of an atavistic instinct to avoid 
diseased meat. We are disgusted by entrails, filth, rot. The survivor of 
trauma may be disgusted by himself or what he has seen. Self-loathing 
is not uncommon among rape victims. But more common is the gen- 
eralization of loathing to large classes of people who resemble the 
victimizer. For some women this becomes all men. Several hostages 
have described their greatest humiliation as being forced to defecate in 
front of their captors. This negative intimacy adds the odor of excrement 
to the memory of victimization. A therapeutic challenge arises when 
client and therapist recognize the component of post-traumatic stress 
which derives from negative intimacy and is characterized by feelings 
of disgust and degradation. When this significant aspect is confronted, 
examined, and discussed in detail, it frequently diminishes and becomes 
a relatively minor factor. 


These five paradigms certainly do not comprise an exhaustive list. 
They do include a sufficient number of conceptual approaches to allow 
clinician and client to collaborate. The collaboration assumes no preex- 
isting deficits. It facilitates mastery over personal disequilibrium along 
predictable lines in the aftermath of a human tragedy. 


THE VICTIM OF VIOLENCE 


Recently three people who received help at the Dimondale Center 
met with me to discuss their progress and their problems two years 
after brief, intensive therapy. Maria, Priscilla, and Bill illustrate many 
of the issues that arise in working with the battered spouse, the adult 
survivor of childhood incest, and the victim of aggravated assault. All 
had been, in various ways, captured, belittled, made vulnerable, and 
subjected to grief, anxiety, death imagery, negative intimacy, and victim 
status. Cultural factors and occupational setting were critical for Maria; 
somatization and anorgasmia characterized Priscilla’s ordeal; and loss 
of status continues to impair Bill’s life adjustment. 

The following vignettes are disguised slightly to protect privacy, but 
Significant aspects of therapy are reported as they occurred. 


Maria was referred for residential treatment from a local shelter for 
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which included witchcraft, male superiority, and determinism. Maria 
had, fortunately, come a long way herself toward a world view that 
permitted personal freedom. But brutality makes children of us all, and 
it helps to have one’s better judgment reinforced. 

Maria had some emotional setbacks during her three-week stay. Her 
optimism and her vivacity grew so quickly that her sister resented “her 
three-week vacation from responsibility.” Frequent passes for visits to 
her children interrupted the residential treatment program and the 
sister’s schedule. These tensions were difficult for Maria. Her buoyancy 
turned to bitterness. But the denouement in treatment included a realistic 
appraisal of her abilities and her environment, particularly her human 
environment. She left in the spring of 1983 with a sense of herself as 
a survivor. 

Two and one-half years later, with minimal social-work counseling 
at a local mental health center, her self-esteem remains high, she is in 
a different job at the same plant, she lives with her children, she is 
divorced, she has not been battered, and she dates men on her own 
terms. She has had moments of fear and loneliness. But she looks 
happy and sounds resolute. 


Priscilla is a few years older than Maria, also a mother of two. When 
I met her in mid-1982 she impressed me as fastidious, proper, almost | 
prissy. A colleague in gastroenterology referred her to me because she 
cried uncontrollably during a sigmoidoscopy and her chronic “‘irritable 
bowel” seemed to have a functional component. As I came to know 
her through once-a-week outpatient therapy, I learned of other dimen- 
sions of her history and personality, but it wasn’t until six months 
later, after her abdominal complaints subsided and her stress in raising 
a rebellious preadolescent became tolerable, that she began to speak 
about her brother. He would sneak into her room when she was eight 
and he was 10, lie naked with her, fondle her, and, occasionally, 
threaten her. There was no penetration, but she was frightened, dis- 
Busted, and felt evil. When she tried to explain matters to her mother 
she was accused of lying. For 30 years Priscilla kept this chapter of 
her life secret. Eventually she told her husband, but not her children 
and certainly no one else. After confiding in me, she mentioned for 
the first time that she had never experienced an orgasm and that she 
never expected she would. 
. The Dimondale Center program was a realistic option for Priscilla 
— she was recovering from a hysterectomy and needed time away 
work and home. In the program she told her story to others, she 
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to this and used humor to soften the impact when he could. Bill made 
friends, moved to another city, got a new job, was very active in a 
struggling self-help group of program graduates, but then had several 
setbacks. His job came to an end, he needed to depend on others for 
transportation, he returned to a somewhat degrading relationship with 
a benefactor from his previous home, and his resentment and bitterness 
about all his losses clouded his horizons. He can still manage to be 
cheerful, but he has not reached a satisfactory point in life. He feels 
that his therapy experiences helped him feel normal and potentially 
useful, but he hoped for a better adjustment. 


Maria, Priscilla, and Bill have this in common: they were victimized 
by men who overpowered or threatened them, they were caused to 
feel fear and shame, they were belittled and hurt. They used a particular 
model of residential post-traumatic therapy to overcome various aspects 
of disability and achieve higher levels of independence. Maria emerged 
from a male-dominated household and workplace to find an enhanced 
self-esteem and an effective interpersonal style. Priscilla liberated herself 
from a self-imposed history of shame by finally placing blame where 
it belongs. It was Priscilla who said, as she left therapy, ‘For the first 
time I am looking forward to the rest of my life.” And Bill, despite 
the hardship of his multiple injuries and losses, shares with Maria and 
Priscilla a sense of overcoming shame and an increased appreciation 
of meaning in his life. 

The three individuals have remarkable differences in preexisting per- 
sonality, culture, family, and social network. These differences obviously 
shape the possible outcomes of therapy. But for a critical month in 
each life, Maria, Priscilla, and Bill defined herself and himself as a 
victim, in order to appreciate the inevitable emotional climate of victim 
status and then move on. 

Upon terminating therapy, each agreed, 


I have been victimized. 

I was in a fight that was not a fair fight. 

I did not ask for the fight. I lost. 

There is no shame in losing such fights, only in winning. 

I have reached the stage of survivor and am no longer a slave of 
victim status. 

I look back with sadness rather than hate. 

1 look forward with hope rather than despair. 
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5. The mental health community should establish and maintain 
direct liaison with other victim service agencies. (p. 105) 


The clinician who attempts to ameliorate the suffering of victims of 
human violence will find a growing body of relevant literature, an 
increasingly sensitive group of colleagues, and a broadening base of 
support. This is a long-overdue and most welcome development. 


REFERENCES 


American Psychiatric Association (1980). Diagnostic and statistical manual of mental dis- 
orders, third edition. Washington, DC: APA. 

American Psychiatric Association (1987). Diagnostic and statistical manual of mental dis- 
orders, third edition-revised. Washington, DC: APA. 

Daniels, D. N., Gilula, M. F., & Ochberg, F. M. (1970). Violence and the struggle for 
existence. Boston: Little, Brown. 

Ewalt, J. R. (1981). What about the Vietnam veteran? Military Medicine, 146, 165-167. 

Herman, J. (1981). Father-daughter incest. Cambridge, MA: Harvard University Press. 

Lifton, R. J. (1967). Death in life: Survivors of Hiroshima. New York: Simon & Schuster. 

Lindemann, E. (1944). Symptomatology and management of acute grief. American Journal 
of Psychiatry, 101(2), 141-148. 

National Advisory Committee on Criminal Justice Standards and Goals (1977). Disorders 
and terrorism Stock No. 052-003-00224-8. Washington, DC: US Government Printing 
Office. 

Ochberg, F. M. (1986). The victim of violent crime. In L. Radelet (Ed.), The police and 
the community. New York: Macmillan. 

Ochberg, F. M., & Fojtik, K. M. (1984). A comprehensive mental health clinical service 
program for victims: Clinical issues and therapeutic strategies. American Journal of 
Social Psychiatry, IV, No. 3, 12-23. 

Ochberg, F. M., & Soskis, D. A. (1982). Victims of terrorism. Boulder, CO: Westview. 

President’s Task Force on Victims of Crime (1982). Final report. Washington, DC: US 
Government Printing Office. 

Selye, H. (1956, rev. 1976). The stress of life. New York: McGraw-Hill. 

Symonds, M. (1980, special issue). The second injury to victims of violent crime. In 
Evaluation and Change, 36-38. 


| 
| 
| 


pate Ri fae 


| 
} 


oes 
Te aes 


SECTION |! 


Principles of 
Post-Traumatic Therapy 


The therapist who treats victims of violence has a long list of tech- 
niques from which to choose. These include medication, education, 
psychotherapy, and family intervention. We begin this section with a 
review of the biological responses to psychic trauma and the implications 
for pharmacotherapy for two reasons: First, the medical model takes 
precedence over nonmedical interventions when injury to the nervous 
system is a possible cause of the presenting symptoms. Dr. Roth clarifies 
this crucial point in his discussion of the immediate post-traumatic 
period. Second, medication is necessary in some circumstances to reduce 
and prevent symptoms that interfere with education, psychotherapy, 
and family support. 

In the opening chapter, Bessel van der Kolk explains how trauma 
reduces the victim’s tolerance for arousal, causing either overreaction 
or underreaction to stressful stimulation. He relates this to animal models 
of inescapable stress and to research on opiate receptors in the human 
brain. Dr. van der Kolk began his work in this field with Vietnam 
veterans in Boston. As his research proceeded, it became obvious to 
him and his colleagues at Harvard Medical School that almost all of 
their findings were applicable to other populations of victims. He noted 
IN a recent letter, 


I have a long-standing interest in the fact that the mind dwells 

a body, and that the two can only be artificially separated— 
this has allowed for equally devoted interest in the effects of 
trauma on opioid secretion in the locus ceruleus, and in doing 
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therapy with his chapter on family therapy. For the last 10 years Dr. 
Figley has focused efforts on the entire field of traumatic stress studies. 
Through careful examination of people exposed to various types of 
highly stressful events, he and his colleagues at Purdue have developed 
several important theoretical models and assessment instruments for 
both research and treatment purposes. In his chapter he provides his 
basic approach to treatment with families of victims of violence. In 
contrast to other clinical scholars, his approach emerges from the study 
of families who have coped well with their ordeals, as well as those 
who have not. In my experience, the presence or absence of a supportive 
family is the single most important factor affecting recovery after vic- 
timization. Over 90% of the people seeking residential treatment for 
traumatic stress came to the Dimondale Center from nonsupportive 
families, suggesting that a healthy family is the preferred milieu for 
recovery. But the healthiest human group will be stressed by sudden, 
cruel injury to one of its members. Dr. Figley’s chapter helps the clinician 
understand how family members help each other, and how family 
therapists can facilitate effective coping. 

This first section is generic, in that it applies treatment principles to 
all categories of victims: young and old, military and civilian, men and 
women. Subsequent chapters treat specific circumstances, such as sexual 
assault, incest, and parents of murdered children. Obviously, the nature 
of victimization varies profoundly in these differing circumstances. The 
reader must bear this fact in mind while digesting the general principles 
of treatment that apply to most aspects of victimization. 
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The Biological Response 
to Psychic Trauma 


BESSEL A. VAN DER KOLK 


Psychiatric interest in the human response to overwhelming psycho- 
logical trauma has waxed and waned over the past century. Both Janet 
(1889) and Freud (1920) were deeply interested in the lasting psycho- 
logical damage resulting from uncontrollably terrifying events, partic- 
ularly those occurring early in the life-cycle, and both attributed many 
features of adult psychopathology to early traumatic life events. After 
Freud concluded that hysterical symptoms were not due to actual 
childhood trauma, but to intrapsychic elaborations of childhood fan- 
tasies, the role of trauma was abandoned as a central focus of psychiatric 
investigations. The more recent shift in psychiatric focus to a biomedical 
model has emphasized the investigation of biological and hereditary 
determinants of mental illness, again at the exclusion of the role of 
actual life events as determinants of mental illness. Current biological 
approaches to mental illness tend to be founded in the assumption that 
biological aspects of psychological phenomena are necessarily genetically 
based. This assumption excludes the overwhelming evidence that the 
central nervous system exists in a constant interplay with the environ- 
ment and continues to some degree to be shaped by it throughout life, 
Particularly during the first decade of life, when biological and cognitive 
1986), mature in concert with the social surrounding (van der Kolk, 
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_ the a ehopharmacological treatment of post-traumatic States 
iid is explored in more detail in Chapter 3. 
‘ine (1941) first described the full syndrome of what is no, 
called post-traumatic stress disorder (P TSD). Forty years later, his de. 
scriptions were incorporated, with few changes, into the formal Dsv. 
III diagnosic criteria for PTSD. Kardiner noted that sufferers from PTSD 
continue to live in the emotional environment of the traumatic event, 
with enduring vigilance for and sensitivity to environmental threat. He 
described the five principal features of PTSD as (1) persistence of startle 
response and irritability, (2) proclivity to explosive outbursts of aggres- 
sion, (3) fixation on the trauma, (4) constriction of the general level of 
personality functioning, and (5) atypical dream life. One can divide the 
symptoms into positive and negative clusters: The positive symptoms 
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such as physiological hyperreactivity, a subjective sense of loss of 
control, chronic passivity alternating with uncontrolled violence against 
the self or others, and sleep disturbances, including nightmares which 
are often undisguised re-creations of earlier traumatic events. These 
patients carry a variety of psychiatric diagnoses, and many of them are 
diagnosed as borderline or hysterical personalities (van der Kolk, 1986). 
In addition, many patients appear to use drugs and alcohol to reduce 
post-traumatic symptomatology (Lacoursiere, Godfrey, & Rubey, 1980). 


ETIOLOGICAL MODELS OF POST-TRAUMATIC 
STRESS DISORDER 


Explanations of PTSD have been offered on both psychological and 
physiological levels, Freud (1920) and Pavlov (1927) have each proposed 
psychological models, whereas other observers, starting with Selye 
(1956) have viewed PTSD primarily as a physiological disturbance. 
Freud’s view was that trauma led to increased libidinal excitation, which 
led to a break in the “stimulus barrier.” He described a compulsion to 
repeat the trauma, which he saw as an attempt by the organism to 
drain this excess energy. By redoing and repeating the trauma (in dreams 
and awake) the individual transforms the passive, victim stance to the 
active, mastery stance. 

Pavlov (1927) formulated the second psychological explanation of 
PTSD. He coined the term ‘defensive reaction” to denote the cluster 
of innate reflexive responses to environmental threat. After repeated 
aversive stimulation, cues associated with the trauma (conditioned stim- 
uli) become capable of eliciting the defensive reaction by themselves 
(conditional response). For a Vietnam veteran the sound of a passing 
helicopter can call up the experience of combat as many as 15 years 
after the original association was forged. 

Regardless of the explanation, traumatized people have a poor tol- 
erance for arousal. They have a tendency to react to stress either with 
motoric discharge, including acts of aggression against the self or others, 
or with social and emotional withdrawal (Kolb, 1984). Rorschach tests 
of Vietnam veterans (van der Kolk & Ducey, 1984) with chronic PTSD 
show that they have difficulty in modulating affect: either they respond 
to emotional stimulation with an intensity appropriate to the original 
‘trauma, or they barely react at all. These test results indicate a resulting 
lack of capacity to symbolize, fantasize, or sublimate. Hence, these 
fe deprived of exactly those psychological mechanisms which 
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the recurrent intrusive reexperiencing of affective or cognitive elements 
of the trauma. Most medications proposed for the treatment of PTSD 
serve to control increased autonomic arousal. 
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Vietnam veterans may misinterpret the movements of a sleeping bed 
partner as a Viet Cong attack and react accordingly; mild noises played 
into the rooms of sleeping people with post-traumatic stress may pre- 
cipitate nightmares in which old traumatic occurrences are recreated in 
exact detail (Kramer, Schoen, & Kinney, 1984). An illustration of how 
autonomic arousal is associated with flashback phenomena was provided 
by a former parachutist who had a three-month period of symptoms 
of PTSD after his second parachute failed to open until he was a few 
hundred feet above the ground. Five years later the only remaining 
symptom is a flashback of this event after autonomic arousal, such as 
occurs in a near car accident. 

This increase in the intensity of autonomic arousal leads to an in- 
tensification of emotional reactions in general. Eysenck (1968) has 
proposed that, after only one exposure to an intensely anxiety-producing 
stimulus, further anxiety attacks may occur in a stronger form, even in 
the absence of the original stimulus (Napalkow phenomenon). The 
intensity of the autonomic arousal may interfere with the capacity to 
make an appropriate psychological assessment of the stimulus and thus 
lead to an emergency response to relatively minor stimuli. Many trau- 
matized people seem to go immediately from stimulus to response 


without being able to make an intervening assessment of the cause of 
their arousal. 


THE ANIMAL MODEL OF INESCAPABLE SHOCK 


Since the biological building blocks of human beings and our mam- 
malian relatives are closely related, particularly in regard to such rel- 
atively uncomplicated reactions as fight, flight, and freeze reactions to 
©xternal danger, important lessons can be drawn from our knowledge 
of animal reactions to life-threatening situations. The animal model of 
»scapable shock (IS) provides an opportunity to study the physiological 
Fesponse in PTSD and the biological substrate of its psychological effects, 
: to inescapable aversive events has widespread behavioral and 
nysiologica effects in animals, including (1) deficits in learning to 
“scape novel adverse situations, (2) decreased motivation for learning 
new contingencie: and (3) evidence of chronic subjective distress (Maier 
a, cigman, 1976). It has been established that ee Heseicetem syn- 
exposure to inescapable shock to the lack of 
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The noradrenergic system is intimately involved in short-term mem- 
ory: noradrenergic depletion results in a decrease in memory storage, 
while enhancement of noradrenergic activity with NE-stimulating agents 
causes increased memory retention (Gold & Zornetzer, 1983). Prelim- 
inary data from our laboratory indicate that there is a marked decrease 
in short-term memory for emotionally neutral stimuli in individuals 
during the constricted phase of PTSD, compared with the same subjects 
during states of relative hyperarousal. 


PTSD and the Endogenous Opioid System 


Animals exposed to inescapable shock develop analgesia when reex- 
posed to a subsequent stressor within a brief period of time. This 
analgesic response to prolonged or repeated stress is mediated by 
endogenous opioids and is readily reversible by naloxone (Kelly, 1982). 
Christie and Chesher (1982) have demonstrated that prolonged stress 
in animals activates brain opiate receptors in a manner analogous to 
repeated application of exogenous opiates. Both naloxone injections and 
termination of the stressful stimuli produced opiate withdrawal symp- 
toms. These results indicate that severe, chronic stress may result in a 
physiological state resembling dependence on high levels of endogenous 
opioids. 

In humans elevations of plasma beta endorphins have been reported 
following stress (Cohen, Pichas, Dubois, et al., 1982) and in marathon 
runners (Colt, Wardlaw, & Frantz, 1981). A recent study found raised 
metenkephalins in some patients who habitually mutilate themselves 
(Coid, Allolio, & Rees, 1983). It is likely that reexposure to traumatic 
situations in humans evokes an endogenous opioid response analogous 
to that seen in animals in response to even mild shock subsequent to 
inescapable shock. Thus, reexposure to stress may have the same effect 
a8 temporary application of exogenous opioids. This may account for 
the sense of calm in the face of reexposure to stress reported by many 
rg individuals (for a detailed discussion, see van der Kolk, 

The reciprocal relationship between the opioids and the noradrenergic 
“ystem is well established. The LC appears to mediate the opioid 
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The availability of the animal model of inescapable shock allows for 
opportunities to understand the biochemical and physiological correlates 
of traumatization and may provide clues to the drug treatment of PTSD. 
A variety of psychopharmacological agents—including clonidine, ben- 
zodiazepines, Monoamine oxidase inhibitors, and tricyclic antidepres- 
sants—decrease the long-term effects of inescapable shock in animals 
(for a review, see van der Kolk, Boyd, Krystal, et al., 1984). Such a 
clear animal model is unique in psychiatric research, yet the extensive 
literature on the biochemical and physiological sequelae of inescapable 
shock in animals has not yet been applied to post-traumatic stress in 
humans. 

The animal model of inescapable shock and clinical studies of war 
veterans have shown that the autonomic nervous system is centrally 
involved in many of the symptoms of PTSD, including startle reactions, 
irritability, nightmares and flashbacks, and explosive outbursts of aggres- 
sion. It is therefore predictable that those medications which affect 
autonomic arousal would prove helpful in treating the symptoms of 
PTSD. Autonomic arousal can be reduced at different levels in the 
central nervous system: through inhibition of noradrenergic activity 
(clonidine and the beta-adrenergic blockers), by increasing the inhibitory 
effect of the GABAergic system with GABAergic agonists (the benzo- 
diazepines), and through stabilization of the central nervous system 
(CNS) with miscellaneous agents, such as lithium and carbamezapine. 
Although positive results have been claimed for all these medications, 
at the present time there are no data about which patient, or even 
what symptom of PTSD, will predictably respond to any of these 
medications. 


Medications that Affect the Noradrenergic System 


Clonidine is known to block alpha-2 receptors in the LC, which 
manufactures most of the CNS NE that travels through neuronal axons 
to the synaptic clefts. The beta blockers have a selective sympatholytic 
action on the peripheral nervous system (and a variable effect on the 
CNS) which leads to a reduction in the intensity of the somatic symptoms 
of anxiety. Kolb’s patients who received either clonidine or propranolol 
(Kolb, Burris, & Griffiths, 1984) reported a decrease in startle responses, 
explosiveness, intrusive reexperiencing, and nightmares while on both 
Propranolol and clonidine. Clonidine was prescribed in doses of .2-.4 
| oo and propranolol in doses of 120-180 mg/day. In our experience, 
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(Tyrer & Lader, 1974). Benzodiazepines decrease new learning in animals 
and humans by blocking anxiety in response to aversive stimuli (Carlton, 
Siegel, & Murphree, 1981), and this effect on learning may occur in 
patients who are chronically maintained on these medications. The 
benzodiazepines also improve sleep, decrease nightmares, and ma 
decrease self-medication with alcohol. Many traumatized patients prefer 
diazepam because of its rapid absorption and peak activity within 20 
minutes after oral administration. However, this rapid subjective relic 
enhances the likelihood of abusive use of this medication in some 
patients. Lorazepam and oxazepam are benzodiazepines that have ‘ 
slower onset of action and shorter half-lives and hence have less abuse 


potential than diazepam. A cross-tolerance between the benzodiazepin’s 
and alcohol has frequently been noted. 
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Carbamezapine has been used in some patients with PTSD with 
results clinically indistinguishable from those obtained with lithium. 
This is particularly interesting in light of recent data that carbamezapine 
may be as effective in the treatment of bipolar disorder as lithium 
(Ballenger & Post, 1980). 

In our experience, only those lithium and carbamezapine responders 
who remained in regular individual or group psychotherapy continued 
to take lithium as prescribed. Many patients reported preferring the 
excitement associated with reliving the trauma to the dull realities of 
everyday life. In our experience this has been a consistent finding in 
many Vietnam veterans with PTSD. It is not confined to those who 
receive lithium, which is known to cause emotional constriction. This 
failure to continue with prescribed medication has also been reported 
by many patients whose nightmares had been effectively treated with 
amitriptyline or benzodiazepines. 


Antidepressant Drugs 


Tricyclic antidepressants are widely used for the treatment of chronic 
PTSD, and they appear to be effective for many PTSD patients in the 
constricted phase of PTSD. However, at this time there has been only 
one uncontrolled case report on the use of these medications in PTSD 
(Burstein, 1984), Amitriptyline is reputed to be particularly effective in 
the treatment of chronic post-traumatic nightmares. 

Monoamine oxidase inhibitors have received particular attention in 
the PTSD literature following a report by Hogben and Cornfield (1981) 
that five PTSD sufferers who had been chronically hospitalized and 
who had symptoms of panic reactions showed a marked improvement 
after phenelzine treatment. They claimed a decrease in nightmares, 
improvement in motivation, and increased availability of affect for 
psychotherapy. In our experience both phenelzine and tranylcypromine 
may be helpful in patients who are primarily constricted. On the other 
hand, a number of patients who had chronic outbursts of aggression 
or chronically high levels of anxiety experienced an increase in intrusive 
traumatic recollections and in the expression of aggression (van der 
Kolk, 1983), 


CONCLUSION 


At present our ignorance about the human response to overwhelming 
ttauma is great. Very little is known about the long-term sequelae of 
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The Role of Medication 
in Post-Traumatic Therapy 


WALTON T. ROTH 


RATIONALES FOR DRUG TREATMENT 


Using drugs for treating trauma-precipitated psychological disturb- 
ances can elicit conceptual conflict in prescribers and clients who are 
able to think in terms of either biological or psychological frames of 
reference. Generally, psychoactive drugs are prescribed for biological 
“diseases” like schizophrenia or affective disorder, whose emergence 
can be regarded as the rising above threshold of a chronic biological 
vulnerability. The disease process has a partially or fully autonomous 
or endogenous character, so its symptomatic manifestations are relatively 
independent of external events. Although “precipitating events’ may 
be found, these events are often obscure and of uncertain importance, 
even after careful and extensive investigation, and are usually irrelevant 
in choosing a treatment regimen. The usual treatment, medication, is 
regarded as suppressing a sometimes latent and sometimes overt morbid 
Process that is maladaptive and subjectively unpleasant. This biological 
point of view may be conveyed to patients to motivate them to take 
their pills regularly over months and years. 

Post-traumatic psychological disorders, on the other hand, are com- 
Prised of symptoms that are closely tied in substance and in timing to 
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premises of which are the following: First, trauma elicits a variety of 
cognitive and affective activities, varying from person to person, which 
can include cognitive coping strategies, unconscious defense mecha- 
nisms, depression, anxiety, and even hallucinations and delusions. All 
these activities have both psychological and biological aspects, have 
both meanings and neurophysiological substrates. Post-traumatic stress 
disorder in the DSM-III is a limited and somewhat arbitrary listing of 
some of these possibilities, emphasizing symptoms that are not prom- 
inent in other DSM-III diagnoses (West & Coburn, 1984). Second, all 
these activities or symptoms are potentially part of an adaptation process 
leading to a new healthy equilibrium, perhaps even better than the 
previous equilibrium. Psychotherapeutic and psychosocial interventions 
can hasten and guide this reequilibration. However, these activities and 
symptoms, by their intensity or persistence, can be maladaptive or 
develop a life of their own that brings new problems. Cognitive coping 
can become obsessive rumination; unconscious defenses; rigidly main- 
tained blindspots; and mourning, suicidal depression. Anxiety can begin 
to interfere with thinking and acting, and morbid fantasies can turn 
into hallucinations and delusions and lead to behavior destructive to 
oneself or others. When symptoms reach these proportions, their im- 
mediate attenuation or suppression is called for, and the quickest and 
most practical way to do that may be drug treatment. 

Thus, drug treatment is not only justified under certain circumstances 
for sequelae of stressful events in general, but can be an essential part 
of treatment, the omission of which could be construed as maltreatment. 
The indication for drugs is that either the nature, intensity, or duration 
of a symptom has exceeded what is helpful for the optimum long-term 
Outcome, and that there is reason to believe that a specific drug will 
be helpful. When symptoms are so intense that they compromise 
working-through and adaptation rather than promoting them, drug 
therapy must be considered and discussed with the patient. As will 

ome apparent in the discussion that follows, a principal consideration 
in determining how symptoms should be treated is the recentness of 
the trauma that precipitated them. 


PATIENT CONSENT 


Of course, the decision to embark on a course of drug treatment or 
ae other treatment can never be made solely on the technical merits 
% ‘the alternatives, or on the basis of a unilateral decision by the 


qumatic Therapy and Victin 


post-T' 
2 team. It is important tha 
eatmen . 
idan member tet as become a client and consume, 

in the rreatment Pynade to feel that he or she is again ;, of 
Wie ices, is TO her his or her fate is being determine, a 
uncontroll <i 1 advice 16 hardly ever 80 imperative that it i! 
outside f ete 4 cons or any possibility of being refuse, 
no discussa ont is NOt just a legal concept—it is a humane and efficien 
Info of achieving OP imum health care. The rare exception is when . 
eo is go mentall debilitated that he or she cannot participate i; 
r atment decisions, having insufficient insight into the fact of th, 

he treatments being offered. In said 


mprehension of t 
of the treatment team depend on how acutely treat 


ent ? mediate treatment to preserve life is always per. 
missible, but in the longer term, some kind of consent from relat 
and from legal authorities is necessary. In the United States the d ves 
of the laws governing consent to treatment vary from state to oy 
Second health professionals and cognitively competent a « 
i cane cannot agree on a course of treatment. In a 
sae particularly difficult for the people aff es of 
: alternatives and make reasonabl Ze 2 ected to weigh 
= =a i health care consumers ma . decisions. Even the most 
about how ment ave strong bi 
tw , al and : 4 lases or super- 
0 polarities of bias abo physical health are best promoted Th 
first case the i t medications and tho nt are epitomized by patients 
Prescribin Resacngy may partiall se who never want them. In the 
8 an innocuoy ally accede to th : ; 
8 medication as e patients’ demands 
a placebo, and in the second, 


the physician 
view and then may have to accept 


i's tejection Ann wreue this 
Point of 
awareness of ie wing public =e 
& disas Of man-made food additives and 


disability or ©O 
cases, the options 
ment is needed. Im 


made patie te 
ticism 'S more gke 8, such as th 
ti e thal ; 
their mental on both ~ ae avice to oa a ola 
cited ttain peo ication. This s*° 


diets, 
ple who, for ex ‘bute 
, ample, attribu 
or who follow radical or unus"? 


Bly j 
Petiog Y™Ptomy +P Orta 
the taumatio® relate te be aware f 
*Vents tO leg diate of the possibility that P*) 
Occup, ors Or intermedi ati 
It sku ot the n rmediate post-traU 
Ull frac €rvous system produce f 


tu 
res, subdural hematomas 


The Role of Medication in Post-Traumatic Therapy 43 


other forms of tissue or vascular damage to the brain can produce all 
the psychological Symptoms associated with trauma. When memory 
loss is severe or when there are focal neurological signs (for example, 
weakness or loss of sensation on one side of the body), it is more 
obvious that brain damage may have occurred, but often the memory 
loss or focal signs are more subtle and can be misinterpreted or missed. 
Other symptoms that suggest neurological damage are drowsiness and 
difficulty in being aroused, headache, visual disturbances, stiff neck, 
and seizures, Prematurely administering drugs before nervous system 
lesions have been ruled out can delay their detection by providing a 
spurious reason for the victim’s lethargy or fluctuating vigilance. Physical 
examination is always indicated after physical trauma, and a careful 
neurological examination and brain imaging should be included when 
severe or persistent psychiatric symptoms follow a physical trauma. 
Even when the trauma has not been physical, information about preex- 
isting medical problems and their treatment is essential for prudent 
prescription of psychoactive medications. Especially with older victims, 
drug treatment should only be undertaken in the context of compre- 
hensive medical evaluation and treatment. 

In the first minutes and hours after acute victimization, the victim’s 
affect may be aroused into states of fear or rage or be numbed into 
depressed withdrawal. The victim’s thoughts may be suicidal, homicidal, 
or simply fixated on the traumatic event. Motor activity may be in- 
creased, with restlessness or pacing, or may be diminished. It is at this 
point that the possibility of “sedation’’ comes up, either by medicinal 
drugs or outside a professional setting with the layman’s universal 
remedy, alcohol. When I was a medical intern, it was customary for a 
physician informing a woman that her husband or child had died to 
offer a barbiturate to help with the immediate grief. Although this 
gesture was a symbol of condolence and helping, its wisdom is as 
questionable as the wisdom of sedating a trauma victim. The victim is 
mentally working on reorganizing what has happened and its impli- 
cations and on shoring up his or her mental defenses. The emotions 
“ccompanying this may be inevitable and culturally prescribed. Sedative 
drugs like barbiturates or benzodiazepines may cloud consciousness, 
. Jemory, and decrease ego control. They may add to the Pperson’s 
being him or herself rather than relieving those feelings. Thus, it 
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TABLE 1 


Selected Drugs for Post-Traumatic Therapy 


EE 


Representative Initial Oral Dose Range 
Generic Name Brand Name Dose (mg) (mg/day) Indication 
Benzodiazepines 
Diazepam Valium 5-20 10-40 Sustained anxiety 
(long-acting) 
Oxazepam Serax 15-60 30-120 Sustained anxiety 
(short-acting) 
Alprazolam Xanax 0.25-0.5 1-8 Panic attacks 
(short-acting) 
Triazolam Halcion 0.125-0.25 0.125-0.5 Insomnia 
(very short-acting) 
Flurazepam Dalmane 15-30 15-30 Insomnia 
(short- and long-acting 
metabolites) 
Tricyclic Antidepressants 
Imipramine Tofranil 25 75-300 Depression, 
panic attacks 
Desipramine Norpramine 25 75-300 Depression, 
(activating, few 
anticholinergic effects) 
Other Antidepressants 
Trazodone Desyrel 50 150-600 Depression 
(sedative, few cardiac or 
anticholinergic effects) 
Monoamine Oxidase Inhibitors 
(require dietary restrictions) 
Phenelzine Nardil 15 60-90 Panic attacks, depression 
Antipsychotics 
(often together with anti-Parkinsonism drugs) 
Haloperidol Haldol 2 4-100 Psychotic symptoms 
(less sedative) 
Chlorpromazine —Thorazine 25 100-800 Psychotic symptoms 


(more sedative) 

nese I INE | 
Thus, if a patient has been taking a short-acting daytime benzodiazepine 
for anxiety, it is simplest to take the same drug at bedtime for insomnia. 
. € greatest problem with benzodiazepines used as hypnotics is rebound 
pp la when an attempt is made to stop the drug after several days 
7 use (Kales et al., 1983). Other problems are habituation of their 
‘fects and hangovers on the morning after use (Solomon et al., 1979), 
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a trauma, Dissociation is a trancelike state in which the sense of persona 
identity or voluntary control is suppressed. Losses of memory usually 
accompany dissociation, ranging from minor gaps in recall a trau- 
matic event to not knowing one’s own name or personal history 
Sometimes the old “I” is replaced by a new personality, coming eithe 
from within the person or from an outside source. Somatic conversion 
reactions include perceptual alterations—anesthesias and paresthesias— 
oe motor alterations—paralyses or weaknesses. Less often hallucin 
a = Ea eel visual, but sometimes auditory or in anothe 
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istration have been advocated for treating acute psychosis: giving grad- 
ually increasing oral doses of antipsychotic drugs or starting with high 
intramuscular doses (Anderson & Kuehnle, 1981). The second method 
is probably best if the patient needs physical restraint to protect him 
from acting on dangerous ideas. In a young man, 5-10 mg of haloperidol 
might be given intramuscularly every hour until significant symptomatic 
improvement is observed. A drug to counteract the Parkinsonian-like 
side effects of haloperidol, such as oral benztropine (Cogentin), 1 mg, 
may be given prophylactically with the first haloperidol dose and 
continued at 1-2 mg twice a day. An alternative anti-Parkinsonian drug 
without anticholinergic side effects is amantadine (Symmetrel), given 
in doses of 100 mg twice a day. 

Certain circumstances may tempt the physician to prescribe a placebo. 
If the patient demands drugs for less than compelling reasons, if a 
patient has a history of drug or alcohol abuse, or if the patient manifests 
symptoms that are possibly hysterical, treatment personnel may conclude 
that inactive drugs would be less harmful or better for distinguishing 
between “real” and “conversion” symptoms than active drugs. This 
temptation to use placebos should almost always be resisted because 
the treatment of drug-demanding trauma victims or any other patients 
with placebos is fraught with hidden problems. The ordering of saline 
injections by a physician may seen straightforward, but it can com- 
municate to the nurse that the patient’s complaints are not legitimate, 
and the nurse may assume that any relief caused by the placebo is 
proof of this. The nurse is being asked to deceive the patient, which 
creates a breakdown of rapport even if the patient does not discover 
the deception. If the patient does discover it, he may well feel degraded 
and foolish, especially if he was initially ‘‘taken in” by the placebo by 
reacting positively to it. Except in research studies, where the use of 
placebos is essential and patients are informed beforehand that they 
may receive them, completely inert placebos should be avoided. On 
the other hand, the prescription of openly labeled, biologically active, 
but relatively harmless substances, like vitamins, might give the patient 
the benefits of a placebo without its negative repercussions. 

It is important to remember that traumatic events can change the 
Customary life habits of the victim and lead to inadvertent withdrawal 
from alcohol or other addicting drugs. A steady drinker who has never 
suffered from alcohol withdrawal before can unexpectedly develop 
withdrawal symptoms after circumstances like hospitalization for trau- 
Matic injuries have led to sudden suspension of drinking. Restlessness, 

usness, agitation, difficulty sleeping, an elevated temperature, 
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THE INTERMEDIATE POST-TRAUMATIC PERIOD 


Persistence of symptoms over a period of days or weeks or the 
development of symptoms after a latent period of days or weeks may 
be an indication for drug therapy. The choice of drugs is the same 4 
for the psychiatric disorder that the manifestations of the post-traumatic 
se a resemble, In the immediate post-traumatic period, symptom’ 
hee es oe typical psychiatric syndrome or diagnosis, but as 
either classic ng symptoms tend to fit these diagnoses better 


al psychiatric dia — 
Post-traumatic stress Sicaae ee ovely new diagnos : 


_ Anyiety sev 
is a common can uo" f° meet DSM-III criteria for anxiety disorde! 


Sequela of ¢ 
coe medication is Gan, (Katon, 1984). When doctor and patie” 
a basis of the presen cated, the specific drug should be chos*” 
and Sie Slee Ness an oF a sppeence of panic attacks and the extent 
drugs oF cho is absent or rece. If no panic attacks are pres” 
three drugs Sas If panic attacks » the long-acting benzodiazepines ¥ 

; ® are present, one must choose betwee? 


Oxidase 
zol - e 
Prazolam ; am (Xanax), a tricyclic, or a monam . 


72 aet we < a > e- eer = 
: Res ES Ras " 
5 ws A aries vw ~~ a < - anita sat . . — 2 2 
~ Linh er = ——een my 
+ a, ack “ rx 
; —— — eee aE ee Oe 
- <“—y ; a) a. : ¥ . B: 
= q sata 5 “s ian re eet, 
ashe, 7 -_ “ = —— a OTD L ED OT - . 
vel ana SS eel ao 


Be en ree 


ees pang whe" mv co pow iw > —a 
~ 5b goal Ci ai et pee ane 


sipprenses HS. Alprazoler 


Clic imi: cks IS a short-acti i ine 

pr as effic; ng benzodiazep 
id | re (Tofranit) ote or almost as efficiently : 
that gnite’s an t i uinard et al., 1982). Its advantie 


disconting ” Tesult ine anticholin ® More rapidly and does 0% 
Nake severay “bound ame Ta Side effects, Its disadvantag*® * 
Other side gg” ®ekS to anxiety can ae and that if it is sud min? 
“fects, but th and Prod & Tricyclics such as imip* and 
less Seda Uuce dry mouth, constipatio™ 


ew 
ting. It is unclear whether thé : 


the Role of Medication in Post-Traumatic Therapy 49 


antidepressives without cholinergic side effects are as effective as im- 
ipramine in blocking panic attacks. Monamine oxidase inhibitors such 
as phenelzine (Nardil) lack anticholinergic. side effects and are less 
sedative than alprazolam. Phenelzine, however, requires patients to 
follow a special diet and often produces orthostatic hypotension. It can 
be especially effective in patients who are depressed with panic attacks 
and who tend to sleep during the day. In general, it is wiser to begin 
treatment of patients with significant depression and panic attacks with 
drugs like imipramine or phenelzine, which are more antidepressant 
than alprazolam. 

Patients whose symptoms are primarily those of depression—de- 
pressed mood, emotional numbing, insomnia (particularly early-morning 
awakening), and loss of appetite (eventually with weight loss)—are 
candidates for antidepressant drugs. The best drug responders have 
more than just a sad mood and feelings of hopelessness and helplessness; 
they have weight and sleep disturbances and slowing of their thinking 
and movements in addition to, or rarely instead of, the former symptoms. 
Many new antidepressant drugs with fewer autonomic and cardiotoxic 
side effects than the older compounds are available. The clinician can 
also chose between antidepressants that are activating (promoting wake- 
fulness and activity) and those that are sedative. Activating antide- 
pressants are often prescribed when psychomotor retardation is present, 
and sedative antidepressants when anxiety and agitation predominate. 

Symptoms of depression should alert the clinician to the possibility 
of suicide. Although it seems paradoxical, a person whose life was 
originally threatened by outside forces can later become a threat to his 
or her own life. There are a number of possible reasons for this: victims 
may have been left with disabilities that prevent them from continuing 
in their social roles; they may have developed unpleasant physical or 
psychological symptoms that rob them of the joy of life; they may have 
lost loved ones in the traumatic event; women may feel defiled or guilty 
about being raped, and their intimate relationships may have been 
disturbed; finally, being a survivor of traumatic events may entail guilt 
if there were other less lucky victims, especially if the survivor improved 
his chances at the expense of others. Any communications of suicidal 

ts or intentions that the treatment team becomes aware of should 

to immediate assessment of the victim’s suicide potential. If that 

Potential is high or if the patient has made a suicide attempt, hospi- 
‘alization is ordinarily required. 

Patients who develop other syndromes in the intermediate post- 
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desipramine or trazadone. These antidepressants are also less likely to 
produce orthostatic hypotension or electrocardiographic changes, such 
as longer QRS duration and QTc time. Blood level measurement can 
be useful in finding therapeutic doses of imipramine quickly and safely 
(Task Force, 1985). Antipsychotic agents are more likely to produce 
Parkinsonian symptoms, hypotension, skin photosensitivity, and the 
very rare side effect agranulocytosis in the elderly. Lithium carbonate 
is cleared by the kidney more slowly in elderly patients and is therefore 
more likely to result in toxic symptoms such as tremors, indigestion, 
nausea, abdominal pain, frequent stools, and slurred speech, if serum 
levels are not monitored frequently enough. Serum levels are raised by 
factors that deplete body water, such as dietary sodium restriction, 
decreased water intake, or diuretics. Lithium-induced clinical hypo- 
throidism is also more likely to develop in older patients. 

The symptoms that define post-traumatic stress disorder (PTSD) are 
sufficiently different from those of the traditional psychiatric disorders 
that there is no guarantee that drugs successful in treating the latter 
have a place in treating PTSD. Persistent startle response, irritability 
and a proclivity for violence, and flashbacks and reliving of the trauma 
seem like unrelated symptoms, although van der Kolk notes, in Chapter 
2, that something similar occurs in opiate withdrawal. He infers bio- 
logical underpinnings of PTSD that imply that particular drugs can be 
effective in its treatment. He reviews the pharmacological treatment of 
PTSD, including the possible roles of agents affecting the noradrenergic 
system (clonidine and propanolol), GABA blockers (benzodiazepines), 
and antimanic drugs (lithium, carbamazepine). 


TERMINATION OF MEDICATION 


Reevaluations of the need for medication must take place periodically 
after an effective drug regimen has been established. If, for example, 
were used to treat symptoms occurring immediately after a 
Severely traumatic event, a decrease in dose should be considered after 
Social and psychological functioning has returned to near normal for a 
few weeks. The reason not to continue drugs longer than absolutely 
Necessary is the possibility of known or unknown long-term adverse 
tiects, The most serious such effect of the drugs we have mentioned 
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emotionally laden event for victims. It can be taken as a sign that the 
victim no longer needs to suffer from the psychic wounds sustained, 
For some victims, this sign is proof of wellness and brings relief, but 
for others, it is a frightening message that society no longer considers 
them to be as sick as they feel. The anger felt against authorities who 
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who fail to take the victim’s continuing suffering seriously. When 
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put still uncomfortable, level for hours after the attacks. They were not 
associated with specific stimuli and were not limited to any one location. 
They. could occur in her apartment, although they were more likely 
outside it. She lived with a boyfriend, on whom she became increasingly 
dependent for reassurance and companionship when she went on the 
street or into stores. Any street situation reminiscent of her rape was 
especially frightening. In spite of her fears and panic attacks, she had 
heen able to continue the half-time job that she had had before her 
victimization. 

Immediately after the rape she had received some crisis counseling 
and had been given low doses of diazepam (Valium) to take as needed 
for her anxiety. She was concerned about the side effects of medications 
and was reluctant to take them. On the other hand, as the weeks went 
by her symptoms became so persistent and oppressive that she began 
to entertain the possibility of suicide. In desperation, she came to the 
clinic and agreed to a trial of medication. 

The initial workup included a medical history, physical examination, 
electrocardiogram, and blood tests in addition to the psychiatric diag- 
nostic interview. She met DSM-III criteria for panic disorder. Depression 
was evident also in her expressions of hopelessness and helplessness, 
in her suicidal ideas, and in her rather frozen facial expression in the 
interviews. She had also recently developed a fear, fluctuating in se- 
verity, that her food might be poisoned, an idea she recognized as 
unrealistic, but which had such power that at times she could only be 
reassured by her boyfriend eating a bite of her food first. 

Her panic attacks were made the focus of treatment. She was started 
on regular doses of alprazolam (Xanax), beginning at 1 mg/day, and 
increasing over two weeks to 6 mg/day, divided into doses every four 
to six hours. Although Food and Drug Administration required labeling 
recommends a maximum daily dose of 4 mg, one clinical study indicates 
that optimal treatment of panic disorder requires a mean daily dose of 
6 mg and a maximum of at least 9 mg (Sheehan, 1982b). Her fear of 
poisoning manifested itself at the beginning of treatment by her having 
her boyfriend ingest one of the alprazolam tablets first to assure their 
safety. After two weeks of treatment, her panics and chronic anxiety 
had abated greatly, but not completely. Panic attacks continued to occur 
every few days. The patient's fears of poisoning were much reduced. 
The lam initially made her sleepy during the day, but this 
Sleepiness gradually disappeared, even though the dose was increased. 
She was encouraged to practice going places without her boyfriend in 

to get over her fear of walking alone. She was taught not to 
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ramine can treat both panic attacks and depression. In defense of 
alprazolam, it should be pointed out that alprazolam also has anti- 
depressant as well as antianxiety properties, is faster acting, has no 
anticholinergic side effects, and is less likely to produce paradoxical 
exacerbations of anxiety. On the other hand, haloperidol or another 
antipsychotic might have been the drug of choice in view of the near- 
delusional fears of poisonings. Severe anxiety of the type the patient 
experienced may have been a sign of an impending schizophrenic break, 
and the patient’s lack of affectivity, less depression than flattened affect. 
In defense of the choice of alprazolam over an antipsychotic, the specter 
of tardive dyskinesia could be raised. 

The central problem with drug therapy is balancing symptom relief 
with negative drug effects. At higher alprazolam doses, the person 
closest to the patient felt the drug was producing an intoxication. 
Although his report could be faulted as biased, it was sufficiently 
worrisome to cause a reduction in dose, especially since alprazolam is 
ey new and was originally prescribed in lower doses. In addition, 

husiasm for the short-term benefits of the drug is often tempered 
by. the long-term disadvantages. In this case, it is unclear when the 
oe will be able to stop the medication. Although alprazolam does 
‘Not appear to be addicting in the sense that patients want to increase 
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Healing of the 
Whole Person 


MARY R. MERWIN and BONNIE SMITH-KURTZ 


Victims of violence suffer more than a physical assault. Injuries are 
inflicted on the mental, emotional, and spiritual self, as well. When 
treatment of one of these wounds predominates, such as medical care 
for physical injury or psychological counseling for emotional trauma, 
healing of the whole person may not occur. However, a treatment 
program directed toward total healing and wellness will marshal all 
available forces, attitudes, and techniques to speed total recovery. The 
creation of an environment conducive to healing will stimulate all the 
recuperative and regenerative powers of an individual. 

A fractional approach to the recovering individual may suppress 
unbearable symptoms; for example, treating a victim’s insomnia with 
hypnotics will temporarily alleviate sleeplessness. A wholistic approach 
minimizes the need for both passive and invasive treatments by adding 
self-healing techniques. Insomnia may be treated with imagery, behav- 
loral techniques, relaxation, and exercise. This approach does not dis- 
allow the use of medication. However, emphasis is placed on helping 
People understand and help themselves, on education and self-care, 
rather than dependence on an “expert.” Wholistic attitudes incorporate 
the best of the biomedical armamentarium into a broader context. 
Particularly with victims of violence, such an approach engenders the 
Necessary regaining of control of one’s life and one’s person, of self- 
esteem, and of trust in oneself. These psychological changes, as well 
48 the physical and spiritual recovery, are part of the growth from 
victim status to survivor status. 
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THE FORMAT OF POST-TRAUMATIC THERAPY 


In addition to the wholistic approach to healing and recovery ad- 
vocated in this chapter, post-traumatic therapy (PTT), as outlined ir 
the introductory chapter of this volume, is based on a set of approaches 
we consider appropriate and beneficial for work with victims of violence 
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overall goal of post-traumatic therapy, whether conducted on an in- 
patient oF outpatient basis, is for the victims to become survivors, to 
reassume control and mastery of themselves, their resources, and their 
lives. The therapist supports and encourages, provides needed infor- 
mation, guides, and facilitates. 

The four elements of post-traumatic therapy at Dimondale are part 
of the approach recommended here for outpatient work with victims, 
as well. In addition to the clinician’s usual role in psychotherapy, one 
needs to educate, consult, encourage, and/or refer the client for as- 
sistance in the areas of physical exercise, nutrition, social integration, 
and spirituality. One also finds that the five paradigms for clinical work 
elucidated in the introductory chapter become interwoven throughout 
the wholistic approach. For example, the person who has been held 
hostage, assaulted, or raped (what Ochberg calls negative intimacy) 
often feels defiled and disgusted by her or his own body. In addition 
to examination and discussion of these feelings in detail during therapy, 
exercise can be used to recover a positive body image. The victim who 
has lost the veil of denial and is experiencing death imagery can be 
helped not only through therapy, but also by tapping into his or her 
reservoir of spiritual strength. A victim who is assailed with images of 
the very real chaos and injustice of the world may also be able to 
realistically appreciate its beauty. 


PHYSICAL ACTIVITY 


Following severe trauma, even those who may have engaged regularly 
in physical activities prior to the victimization may find their daily 
routines too disrupted, their health too compromised, their emotions 
too shattered, or their energy too diminished to include any significant 
exercise in their daily routine. We believe it is very important to introduce 
daily physical activity back into their lives as soon as possible. This 
will both discharge energy and reintroduce the victims to their bodies 
in a way that will lead to increased appreciation and acceptance. An 
enhanced sense of physical well-being counteracts depression and self- 
| deprecation and possibly aids in the physical healing of wounds. Physical 
activity is a well-known coping mechanism for managing stress. 
seh We do not necessarily recommend a rigorous training program, al- 
sh for some people this would be appropriate. What helps almost 
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physician) is encouragement to take a few minutes each 
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Therefore, for most victims, assistance and support in developing a 
well-rounded daily fitness routine are appropriate. The therapist’s role 
is to provide basic education regarding tenets of proper exercise, to 
help the victim identify and choose alternatives, and to provide support 
and encouragement for learning and maintaining activities. As victims 
are moving toward survivor status, the therapist has an excellent op- 
portunity to help them make basic life-style changes. These are self- 
affirming and are associated with resumption of control over one’s life. 

Techniques of physical training have changed in recent years as the 
maxim “no pain, no gain’ has been discarded. Exercising past the pain 
threshold risks injury to muscles, joints, or tendons. The watchwords 
today are “balance,” “moderation,” and “listen to your body.” Persons 
who pursue fanatical training programs are doing so for reasons other 
than just physical and psychological health. 

Almost all experts in the field now favor moderate exercise and gentle 
non-joint-pounding activities, such as swimming, rowing, walking, and 
cross-country skiing, rather than excessive running or aerobic dance. If 
running is preferred, good shock-absorbing shoes and moderate dis- 
tances are recommended. Proper shoes, a shock-absorbing floor, and a 
well-trained instructor are important when aerobic dance is chosen. We 
caution people against aerobic dance programs that do not follow the 
warm-up, aerobic activity, stretching, and cool-down format described 
below. Movements such as deep lunges (with the knee extending ahead 
of the foot) or deep knee bends (with hips dropping below knees) or 
insufficient attention to counteracting muscles (such as hamstrings, 
which counteract the quadriceps) are all indications that a particular 
program is not based on the latest knowledge of exercise physiology. 
The risk of injury is greater in such a program. 

Some people who enjoy aerobic dance are turning to a low-impact 
form, where one foot always remains on the floor and which may 
include influences from T’ai Chi, aikido, or yoga. Water aerobics, which 
are easier on the joints and eliminate quick turns and jerks, are now 
Offered in many localities. 

The most rapidly growing exercise activity is walking. It is gentle on 
the body, with almost no risk of injury; it does not require special 


training, expensive gear, or membership fees; it can be done anywhere; 
and the effort can be increased as cardiovascular fitness increases. 
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to result in a pulled muscle. Relax and concentrate on the muscles 
being stretched. Do not stretch to the point of acute pain. Stretching 
after activity minimizes muscle soreness by accelerating the elimination 
of lactic acid accumulated in the muscle and by preventing the muscle 
from tightening up as it cools. 

Physical activity can benefit everyone. However, it is especially helpful 
to victims in the process of total recovery from trauma. The benefits 
are physical and psychological, and each affects the other type of healing. 
Physical healing and improving fitness positively affect one’s feeling 
about the body, particularly if the violence perpetrated produced feelings 
of defilement. Self-esteem rises, and these more positive attitudes are, 
in turn, beneficial to the physical healing from wounds and injuries. 


NUTRITION 


At a time when emotional stress and physical injuries have increased 
their nutritional needs, many victims demonstrate poor nutritional hab- 
its. They may be unmotivated to eat, finding lack of pleasure in this 
activity or outright revulsion. Others may overeat, using food as a 
means of relieving tension. And the food that is eaten is frequently 
processed, convenience foods, which are generally high in fat and 
sodium content and low in nutrients. Though easily available, these 
highly processed foods do not adequately meet the nutritional needs 
of a body that is physiologically stressed. The result is often nutritional 
bankruptcy which delays the healing process. Joseph Wilder (in Adams 
and Murray, 1973), a New York specialist in psychiatry and neurology, 
has noted that in adults faulty or insufficient nutrition may alter or 
impair specific or general mental functions and eventually cause struc- 
tural damage of the central nervous system. The 1984 Symposium of 
the American Society for Clinical Nutrition on Nutrient Intake, Brain 
Biochemistry, and Behavior reviewed research findings on the effects 
of diet on behavior. According to Pollitt and Read (1985), “the neu- 

istry of the brain, and the associated cognitive processes, can 
be affected by nutritional deficiencies and by both the constituents and 

ling of diet’ (p. 348). 


Piects of Sugar 
| __ Not every clinician who treats victims of violence feels comfortable 
2, § Mormation on nutrition. But a few basic facts are easy to master 
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Processed Foods 


Excessive processing of foods not only lowers nutritional value, but 
increases concentrations of salt, sugar, fats, and a wide assortment of 
artificial ingredients, additives, and preservatives, A quick trip through 
the local supermarket or fast-food restaurant reveals a plethora of 
brightly packaged and attractively displayed food products of ques- 
tionable nutritive value. More than half the foods in the SAD are 
processed and packaged foods that did not exist a decade ago. 

It is worth taking some time to examine the relationship of these 
highly processed foods to major and minor health problems in the 
United States. An estimated 30 million Americans suffer from cardio- 
vascular disease, with approximately one million dying yearly. Both the 
American Heart Association and the U.S. Department of Agriculture 
recommend that a person’s total intake of fat be limited to 30% or less 
of all calories in the diet. However, Americans presently obtain over 
40% of their calories from fat. Processed foods maintain this high 
percentage of fat in the SAD. A lunch of one Big Mac, one order of 
tegular fries, and a vanilla milkshake has approximately 1,145 calories, 

42% from fat (American Heart Association, 1986). Most processed 

luncheon meats contain approximately 75% of their calories in fat. Most 

cookies, crackers, cakes, and doughnuts contain 35-50% of their calories 

In fat, Potato chips and other snacking chips average 65-80% fat calories. 

A fast-food breakfast of egg and biscuit with sausage may contain 

50-70% of its calories as fat. 

_ Besides being high in fat content, processed foods are frequently high 

MM saturated fat. This type of fat in the diet is linked to increases in 

blood lipid levels, with corresponding increases in risk of developing 

cardiovascular disease. Saturated fats, including animal and some veg- 

Stable fats, palm and coconut oils, are found in many processed foods, 

items found in fast-food restaurants to coffee whiteners found on 
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Dietary Review 


It is generally agreed that a body under physical and emotional stress 
has increased nutritional needs, and victims may have little motivation 
or ability to satisfy the body's needs at this crucial time, We recommend 
that a brief dietary review be done with each victim. This review should 
coe an assessment of the client's diet prior to the victimization and 
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art, with support and assistance, as needed. Resuming and reshaping 

the tasks of daily living are ways for the victim to regain control and 
return to a normal routine. Purchasing, preparing, and consuming food 
are significant features of a daily routine. When done with support and 
awareness, these acts can help in regaining an appreciation of the world 
and of life by breaking through the numbing and emotional constriction 
that may have occurred following victimization. They can also provide 
excellent opportunities for social integration with family or friends. 


SPIRITUALITY OR BECOMING FULLY ALIVE 


Just as a victim’s physical or emotional senses may be numbed, so 
may the spiritual sense. By spirituality we are not necessarily implying 
religious activities and concepts, although organized religions and their 
belief systems are a source of spiritual strength for many people. We 
use the word in the sense of its Latin origin, spiritus, meaning breath, 
life, alive. Spirituality is a state of being fully alive and open to the 
moment. It includes a sense of belonging and of having a place in the 
universe. A deep appreciation of the natural world, an openness for 
surprise, a gratefulness for the gratuity of everything, joy and won- 
derment are all a part of spirituality. Although spiritual growth is a 
type of healing from which most of us could benefit, a victim’s sense 
of spirit may be acutely dimmed for a period after the victimization. 

Over time, however, as the victim heals in all areas, the potential 
for spiritual growth may become greater than ever before and greater 
than for many people who have not faced the reality of their individual 

th. We are all familiar with people who have experienced life- 
threatening situations such as disease or accidents, and who afterward 

Ound renewed zest and joie de vivre. Br. David Steindl-Rast (1984) has 
Stated that “the fact that you are not yet dead is not sufficient proof 

t you are alive” (p. 191)! He goes on to say that to be fully alive 
+” res the courage to face death. A victim of violence may have an 

' t00 clear image of his or her biological death. This death imagery 
and foster strong, perhaps overwhelming, and ongoing fear. Finding 
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Although victims’ fears, feelings, and beliefs are likely to be iene 
in psychotherapy, we recommend that as healing progresses, the ther- 
apist and victim examine specific experiences to foster the opening up 
to fuller aliveness. We believe a good place to start is by reawakening 
the appreciation of simple, daily pleasures through our physical senses. 
Here the quest for renewed spirituality can include items previously 
mentioned, For example, let us return to the issue of adequate nutrition. 
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peneath their feet. Walk near trees and bushes and let them touch you, 
rather than you touching them. This requires giving up some control 
and allowing oneself to be slightly vulnerable. While the victim 1s 
actively regaining control over her or his life, this is a safe, non- 
threatening way of being touched. 

We also recommend the use of poetry and inspirational writings. If 
we as individuals explore this area and find some favorites, these may 
be shared with the client. Support needs to be given for their explo- 
rations, as well. We've included a few of our favorites at the end of 
the chapter. 

Although meditation is widely recommended for relaxation and stress 
reduction, Benson (1979, 1984) recommends utilizing an individual's 
spiritual beliefs to augment the positive results of meditation, or what 
he calls the “relaxation response.” When, instead of using a neutral 
word for the focus of meditation, a person chooses a phrase with 
personal religious meaning, it becomes prayer. Benson has found that 
some people who have difficulty “meditating” may have no difficulty 
“praying.” Certainly the phrase must be appropriate to the individual’s 
particular religious beliefs, such as a line from the Hail Mary for Roman 
Catholics, any of Jesus’ teachings for Protestants, a Hebrew word such 
as “Shalom” or “‘Echod” for Jews. In a broader sense of religion, any 

phrase that represents a part of the individual’s world view and belief 
_ system will suffice, whatever its source. It may be a line of poetry or 
'a phrase the individual creates. The essential factor is belief 

fulness of the words spoken, what Benson calls the 


h a meditative practice harnesses not only the healing 
n, but spiritual strength, as well. 
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early societies, an element of jest and caricature often intruded into the 
most sacred rites, as a measure of exorcising some of the awe of the 
ritual mystery through comedy. Consider the clownlike figures of Hopi 
ritual dances, which interrupt and poke fun at the dance. Early Greek 
theater included comic caricatures in grinning masks, which were a 
central feature in the plays. In the early centuries after the birth of 
Christ, court jesters represented a safety valve in feudal society, the 
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1, The heart rate increases, with improved circulation of blood. 

2, Catecholamine secretion is stimulated, with elevated epine- 
phrine levels. This causes increased alertness and sense of well- 
being. 

3, The diaphragm is involved when you laugh a deep, hearty 
laugh, improving respiratory activity and increasing levels of 
oxygen in the blood. 

4, The intercostal muscles and the muscles of the abdominal wall 
are exercised when you laugh. This results in an increased 
digestion rate, probably from massage of the internal organs. 

. The body temperature is raised approximately one-half degree, 
secondary to the increase in blood circulation with laughter. 
6. There is an initial increase in blood pressure in anticipation of 
a joke’s punchline, with a drop below baseline blood pressure 

immediately after the punch line. 

Lacrimal ducts tear, causing eyes to “sparkle.” 

Skeletal muscle tone is diminished, giving deep muscle relax- 
ation. Laughter’s ability to cause muscle relaxation is of great 
value in reducing stress since muscle relaxation and anxiety 
are incompatible. A measurable decrease in muscle tension has 
been found to last up to 45 minutes after laughter. 
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Numerous psychological benefits are associated with the therapeutic 
use of humor. Humor can be an effective means of establishing trust 
between individuals and facilitating a more relaxed atmosphere for 
therapy to take place. Shared humor, as the sharing of feelings, decreases 
social distance between people. Since humor is a “two-way street,” it 
allows both therapist and client to give each other the gift of laughter 
and sharing of feelings. It is an empowering emotion for both. Humor 

§ greater expression of feelings and is an excellent communication 
tool. Humor can be used to facilitate both therapeutic and learning 
Processes by making the process enjoyable and increasing attention 
Span. When a therapist broaches a particularly difficult subject with a 
client, humor may be used to defuse defense mechanisms that t 
stherwise interfere with the client's ability to address the painful topic, 
Warner (1984) states that “humor allows one to risk speaking of anxiety 
Ai v6 Content in a safe, socially accepted way without fear of 
7: tay allows pleasure for self and others and allows one to rise 

ere and gain a sense of control over a problem area through laughter” 
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humor helps in restoring the feeling of humanity in therapy. Dass and 
Gorman (1985) discuss openness to pain. They point to the possibility 
that the resistance to facing pain may be more painful than pain itself. 
They suggest that the therapist demonstrate that what is imagined to 
be unbearable is potentially bearable. Ram Dass uses gentle humor in 
the form of the clown “Wavy Gravy” to aid others and himself in 
dealing with pain and suffering. To share pain and suffering is an 
intimate act between therapists and victim. The sharing may be faci- 
itated as humor “plays with pain,” offerin ses f d 
gradually accept painful experien : C 8 as meenties a si . ’ 
clown makeup to transform the a4 onsider “Wavy Gravys use ° 
into a backdrop on which to sh ald head of a young leukemia patient 
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Zwerling (1955) suggested having clients tell favorite jokes, using this 
technique to reveal areas of anxiety and conflict. 

Robinson (1977) quotes Nietzsche: ‘Man alone suffers so excruciat- 
ingly in the world that he was compelled to invent laughter” (p. 59). 
Robinson affirms in her book that humor is one of the most valuable 
tools a health professional can have and gives guidelines in utilizing 
humor in communication, teaching, and intervention. She stresses that 
humor is an “attitude” that must be developed and practiced if it is 
to become an integral, spontaneous treatment modality. 

There are some basic rules for therapeutic use of humor. Be selective 
with your use of humor, using sensitivity to what is appropriate to the 
situation. A therapist should know the client well enough to evaluate 
whether the humor will be understood and the message conveyed will 
be acceptable. Fry (1963) recommends that the therapists make it very 
clear that they are joking and that the intent is to be taken as humorous, 
especially when humor is used in a nonhumorous setting. Cues that 
signal a change in the type of therapist-client interaction precede use 
of humor and prepare the client for its use. These cues may include 
nonverbal messages such as a change in facial expression or a gesture, 

or verbal communications such as a change of voice tone or an intro- 
ductory statement such as “this reminds me of a cartoon I once saw” 
(Fry, 1977, p. 161). Humor should never be used to put anyone else 
or oneself in a disadvantaged position. “Put-down humor” is not 
therapeutic. Therapists using humor must be careful to understand that 
although you play with your own pain in humor, you do not play 
with other people’s pain. Therapists should not be sarcastic, and sarcasm 
“ncountered in therapy should be addressed directly and discouraged. 

If the victim can weep, she or he can laugh. Often men will find it 
more difficult to weep than women because of cultural sexual stereo- 
typing. Those who find it difficult to cry may also find it more difficult 
to laugh. They may hide their feelings behind sarcasm or self-deprecating 

Statements, It is beneficial for the therapist to address these defense 

mechanisms directly to enable a person to develop fully. 

tere do therapists begin to develop a sense of humor and the 

“lity to use it in a therapeutic manner? We recommend that therapists 
ev. 7" assessment of their ability to see humorous situations in 
_ everyday life and assess what types of humor seem to work best for 
fis them, There are some excellent periodicals and other resource materials 
ts » many of which are listed at the end of this chapter. It 
rant to realize that, as with any therapeutic mode, use of humor 
practice and can be thoughtfully developed. 
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mistakes, you become more open to others. This opens lines of com- 
munication as vulnerability is shared. Peters notes that ““you can take 
almost any disagreement, any wrong OF injustice, any gripe of difficulty 
and use humor to change things for the better” (p. 147). 
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subjective experiences. These symptoms of post-traumatic stress have 
poth biological and psychological bases, In addition, there are the 
psychological reactions that are unique to those who have been per- 
sonally and violently victimized. An understanding of this complex 
array of factors can alleviate that portion of the victim’s anxiety which 
derives from his conviction that he harbors abnormal thoughts, feelings, 
and behaviors. 

Stress is the nonspecific response of the body to any demand on it 
(the stressor), to any internal or external stimulus (physical, mental, or 
emotional) that requires an adaptation of the body (Selye, 1956, 1983). 
A stressor is distinguished from other stimuli by the lack of an automatic 
restoration of homeostasis. Thus, whether a particular stimulus is a 
stressor depends on the meaning of the stimulus to the person and on 
the repertoire of readily available or automatic adaptive responses. A 
stressor is a demand that exceeds the resources of the system (Lazarus 
& Cohen, 1977), 

__ The nonspecific adaptive response to the stressor is always the same, 
gh it may vary in the degree of response depending on the 
of the demand for adjustment. Selye termed the entire group 
es making up the nonspecific response the general adaptation 
(GAS). There are three stages to the GAS: 


action. This initial response is considered to represent a 
> arms of the body's defensive reactions. The shock phase 
‘Tesponse and typically includes such symptoms as 
pressure and temperature, tachycardia, and loss of 

tershock phase is a rebound reaction during 
‘tex enlarges and secretion of corticoid hormones 


Lilt { 


1d Victim 
Post rraumatic Therapy 4 
ost- 


i icient 
ontinues at —.. 
| ‘nite adaptation 
jqustion: | ed and fin 
exhaust a acquit 


oints out that a 
' eri0G, sue. Selye p ut 
a prolongé Pr and death may en es and the pur 
for toms reappeal an + wear out at the sa 
Symp do no 


e stressor Cc 


b k d n i il K r U dale 
, g g f 


yan der Kolk and Roth ably 

., this volume by \ ‘ bly 

— ae of post-traumatic stress have both biological 
demonstrate, sy 


i Van der Kolk 
i aning and usefulness. 
substrates and psychological a Bo syraptome 10 


Lae ¢ 

i ‘dence which indicates 

sont a continued state of autonomic arousal, as though the 
er 


is “stuck” in the first stage of the GAS, the alarm reaction. 
SE iaton characterized by the stage of resistance may have failed to 
se Roth points out that the PTSD symptoms may also be i 
as psychologically appropriate attempts at coping. They are part of the 
healing process of building a new balance or equilibrium, a part of 
adaptation to the stressor of victimization. 

Victims of violence can be reassured by this knowledge, and prope 
therapy will take it into account in order to maximally foster healing 
on all fronts. Indeed, clinical work with victims requires the therapist 
to wear a variety of hats, regardless of professional discipline. 4° 
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Ms chapter, t i 5 of 
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distinction must be made between eustress (or “good” stress) and 
distress. The former is necessary for health and growth, the achievement 
of goals, and fulfillment. Too little stress, boredom, and inactivity lead 
to atrophy of the physical body, mental acuity, emotional richness, and 
spiritual vitality. Thus, we seek a balance between hyper- and hypo- 
stress. We seek eustress and try to avoid distress. We attempt not to 
define or perceive neutral events as distressful. And we develop an 
individual armamentarium of coping skills to use when unavoidably 
presented with distressing events. All these approaches have their part 
in post-traumatic therapy, and it may now be apparent that the wholistic 
approach and content of this chapter are aimed at reduction and 
management of stress, of regaining salubrious balances. The therapist 
helps the victim regain a balance of nutrients, of physical activity and 
relaxation, gravity and levity, ego and outward directedness, solitude 
and togetherness. 
_ The key to facilitating this for a person is individuality. The therapist's 
‘tole is to educate regarding options, to teach skills that are needed, 
and to support generously the work of the victim-becoming-survivor. 
or he must find the methods and balances right for just her or 
Here lies the opportunity for an individual to come through a 
experience and gain from it an even better life balance than 
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Many distressors are internal and self-imposed in the form of beliefs, 
values, and expectations. These may be long held or new since the 
victimization. One example would be a predominant emotional quality 
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survivor status, it may be possible to perceive these situations as 
opportunities for educating others, A simple assignment of engaging in 

itive self-talk a number of times a day can help to counteract 
situations in which their self-worth is attacked and they are demeaned. 


Coping Techniques 


Most people never think specifically about the things they do to 

manage stress. A worthwhile exercise for clients is to develop a written 
list of specific activities that work for them in producing relaxation and 
stress reduction. We are reminded at this point of an Ashleigh Brilliant 
cartoon which reads, “Don’t ask me to relax—it’s only my tension 
holding me together.” As with most humor, there may be an element 
of truth here. For highly anxious victims, asking them to relax may be 
asking them to give up more control than they feel capable of doing, 
particularly if their symptoms include hypervigilance. Therefore, the 
possibilities for the list must be drawn from wide-ranging areas and 
_ must include stimulation, as well as relaxation. 
Starting point may be to help victims identify what they have 
the past for fun or relaxation. Add to this new possibilities 
therapist may teach, such as guided imagery, meditation, or 
axation. Other areas can be added to the list, such as 
or inspirational writings, going for a walk or other 
; and sharing a meal with a friend or family. 

‘more varied the list the better. Be sure it is individ- 
t suggestions from the therapist, which may not be right 
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coherence, however weakened it may be following the victimization. 
indeed, we see the therapist as having a significant role to play in the 
difficult, slow, and possibly painful task of rebuilding the strength of 
the sense of coherence to pre-trauma levels, Educating victims about 
post-traumatic stress will reestablish predictability and understanding 
of their experiences. Shared decision making with the therapist will 
give the message that “things are under control.” Aiding victims in 
reawakening their spirituality will rekindle the faith implicit in the sense 


of coherence. 
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To John and his family it is hard to understand how and why events 
of the distant past could be responsible for much of his current diff. 
culties. Other chapters in this volume focus on effective diagnosis and 
treatment of the symptoms exhibited by John. In this chapter John’s 
problems are important, but only as a part of the more complex problem 
of John’s family resulting, in part, from the difficulties John is having 
with traumatic stress (Figley, 1985a). 
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His symptoms are not unlike those of other clients presented throughout 
this volume. Indeed, this chapter builds on the work of others in this 
volume. 
The focus here is not on the individual victim’s struggle to recover 
from the victimization experience. This chapter focuses on both the 
nce of the family in the struggle of victims to recover and, 
more important, the simultaneous struggles of the family and its mem- 
bers and specific methods to facilitate recovery as a family. 


PURPOSE AND OBJECTIVES 


ie earpoce of this chapter is to present a rationale and approach 
‘to family therapy with the traumatized client and the client's family. 
* ically, the chapter will (1) review the literature on the significance 
ily to victim recovery; (2) discuss the use of family therapy 
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The introduction to this volume describes the difference between 
victimization and traumatization. The former involves subjugation, shame, 
and self-blame, in contrast to the latter, which is associated more with 
fear, shock, and arousal. As I have noted elsewhere (Figley, 1985a), a 
trauma victim is a person who, in the process of recovering and working 
through the traumatic experiences struggles to make sense out of the 
memories of the traumatic event. Recovery is to eventually accept them 
and be able to face the possibility that something else like it may 
a cag A trauma survivor is one who has successfully worked 

made peace with his or her traumatic memories. 
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well aware of the habits, dispositions, and patterns of behavior of fellow 
inhabitants. Add to this the similarities of inherited and acquired traits 
of family members, and what emerges in most families is a remarkable 
vteel” for the normative behavior of fellow family members. 

Thus, in a “healthy” family, when one family member is having a 
“pad” day, others know it immediately. When a family member has 
experienced a catastrophe, he or she is “expected” to behave differently. 
fven when a family member displays symptoms of post-traumatic stress 
disorder for which the cause may be unknown, other family members 
detect the changed pattern of behavior almost immediately. 


Confronting the Trauma 


Once the traumatic or post-traumatic stress reactions are noticed, 
family members are also in a position to help the victim. This may be 
done by simply linking the victim’s behavior to the traumatic event. 
The method of confrontation is most often tailored to the individual 
needs and style of the victim in a way that only another family member 
could understand. For some, the direct approach is used. For others, a 
more subtle method of confronting the victim has proven more effective 
over the years. 

In the case of Mr. Burns, for example, Mrs. Burns left him a copy 
of a book about the readjustment problems of Vietnam veterans fol- 
lowing a week of nightmares about the war. He had responded favorably 
in the past to receiving from her various books and articles about issues 
and problems he was facing at the time. 


Urging Recapitulation of the Catastrophe 


A third way that families provide social support and facilitate recovery 
om trauma is by assisting the traumatized member to reconsider the 
traumatic events: to recapitulate what happened. This issue is very im- 
Portant to the recovery process. As Figley has noted (1985a, 1986a, 
“%8b), those struggling to recover from traumatic events attempt to 
Tesolve four fundamental questions: What happened? Why did it hap- 
Why did I and others act as we did, then and since then? And, 
ng like this happens again, will I be able to cope more 


cess of recapitulation, the family member enables the victim 
8 of the trauma that are critical in answering the other 
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extremely useful in helping the ti , 
memories and accompanying | conflicts 

d developing a “healing thec 
estions must be answered to th 
Most important, the family member serves 
developing a healing theory. This requires 
t the victimized family member that js 
well-known to fellow family ar geil oe " 
therapists and others attempting to ee oy members, 
for example, may choose to be either active or passive, use mutual 
self-disclosure or not, be confrontative or not. 

Another method of facilitating resolution of the traumatic event for 
fellow family members is by serving as a sounding board, very much 
as therapists are trained to work with clients. This includes; (1) clarifying 
insights, (2) correcting distortions (placing blame and credit more ob- 
jectively), and (3) offering or supporting new and more “generous” or 
accurate perspectives on the catastrophe. 


Facilitating Resolutt 


i n of the victim. 
as an effective facilitator 1n 
considerable knowledge abou 


THE COST OF CARING 
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simultaneous Effects 


Perhaps one of the reasons natural disasters appear to leave so few 
emotional scars (cf. Quarantelli, 1985) is that they often strike intact 
social support systems simultaneously: families, neighborhoods, com- | 
munities. Conversely, this widespread destruction is linked with con- 
"siderable social and emotional disruption (Gleser, Green, & Winget, 
_ 1981). As a result everyone is a fellow survivor and is able to appreciate 
and provide effective and knowledgeable support. There is little ““blam- 
ing the victim,” for example, because everyone in the family is a victim. 
Families affected simultaneously by disaster are able to help each other 
wercome the emotional horrors, rebuild, and recognize any valuable 
that can be learned. Catastrophe-related pathology is rare in 


tuations. 


_(Figley, 1983), The recent experience of a large 
| held hostage in Iran provides an illustration of this 
1980; McCubbin & Figley, 1983b): the families 

s while at home than many of the hostages in 

the daily routine of the hostages was 
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. aay ; aos following an emotionally traumatic event and 


subsequently observed in a support at a later time” (p. 3). 
In their study of crime victims and their supporters—especially family 
members—Kishur & Figley (1986) note that 


as expected, the major predictor of supporter distress was victim 
distress [and that] it is clear that a pattern of effects emerged in 
both the victim and supporter. The crime victims as well as their 
Supporters suffered from the crime episode long after the initial 
crisis had passed. Symptoms of depression, social isolation, dis- 


tuptions of daily routine, and suspicious feeli 
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Figley, 1985a), relatively little attention is given to social relationships. 
al the first efforts to recognize the role of social relationships was 
the classic study of families of World War II veterans, by Rueben Hill 
(1949). Hill, to most observers, originated the concept of family stress. 
He was the first to suggest that the system of the family is greatly 
affected by crisis events, such as war and postwar reunion. This so- 
ciological orientation emerged into what was later to be called the 
ABCX model of family crisis (Hill, 1949; Hill & Hansen, 1965) and has 
evolved into the current double ABCX model (McCubbin et al., 1980) 
and subsequent models (cf. McCubbin & Patterson, 1983). 

McCubbin and his associates suggest that the extent to which the 
family experiences and resolves a crisis (invoked by either normative, 
nonnormative, or catastrophic events) is a function of the nature of the 
event, the family’s definition of the event, the family’s resources, the 
buildup of stressors, and the effectiveness of past and current coping 
efforts. Croog (1970) and others (e.g., Figley, 1979) have noted that, 
by their very nature, families are stress-producing systems. However, 
there is considerable variation in the extent to which families cope with 
Stress generated from either inside or outside its system. 

Montgomery (1982), in addition to providing a family psychological 
Perspective of family crisis and stress, suggests that these families must 
maintain a balance between integration (keeping the family together) 
and instrumentality (getting things done or dealing with the stress)’ 
(p. 33). Moreover, he contends that families must balance consistency 
8 predictable in their actions) with flexibility (enabling the family 
oe existing patterns whenever they contribute to the family’s 
of ). The family’s capability of dealing with stress depends on the 
ectiveness of both its execution (task completion) and correction (decision- 
Ng) patterns, Montgomery also suggests that capability can be en- 

: by family value congruency and value-behavior agreement on 

, part of family members. 

| the sociological and psychological explanations are helpful 
anncetanding and appreciating families under extraordinary nai 
Patticule genet Provides clear-cut guidance in helping families recover, 
oy gaa traumatic events and circumstances. 

‘i therapy is an appropriate method for resolving trauma-related 
de .,, Problems. In my work with Vietnam veterans more than a 
mate “ley, 1976a, 1976b), I found that those individuals most 
“tered their experiences are the ones most impaired interper- 
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to both improve ee SPPOrt of this Netwo, 
oe the network (family) itself, ‘Work and 

aes ee ue, Duncan Stanton, and I (1978) were q 
My colle cee developed the method of intervention in 


Se eeine from post-traumatic stress disorder (PTSD), w 


tems sufferin : ajor and overlapping task«. 
that the therapist has two maj eo teks: (1 Sse 


the degree of severity of the member's disorder, P articularly how #, 
family tends to modulate it through its specific relationship dysfunctions 
and (2) to develop and implement an intervention Program to de 
with both the stress disorder and the associated dysfunctions within 
the system. Drawing on systems, family stress, and family thera 
theories, some authors (e.g., Haley, 1971, 1976; Minuchin, 1974) Sie 
a brief outline of therapy divided between approaches with the family 
of origin (drawing especially from Stanton et al., 1982) and those with 
the family of procreation (drawing especially from Haley, 1976), Though 
basic principles were presented here and elsewhere (cf. Figley & 
McCubbin, 1983; Figley, 1986a, 1986b), few specific procedures were 
described in detail. 


and family t 
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Theoretical Orientation 


Systems theory has emerged as the primary theoretical orientation 
for family therapists worldwide. By viewing the family as a system and 
individual members and their various dyadic and triadic relationship 
within the family as subsystems, psychotherapists develop intervention 
Shee to ameliorate various Presenting problems: both individu 
is ‘ned ot the most empirically grounded systems approac 
Giitpans mp’ex model of marital family systems. It is designed 

Senerate information about particular families and organize 


formation j : 
1979) On into relevant treatment goals (Olson, Sprenkle, & Russe 


Olso : 
Siri his associates, after a thorough analysis of the fam 
a Te, observed that two themes emerged. One ! 
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other hand, is characterized by low bonding among family members 
ae indicates high individual autonomy, which is highly valued in 
«ot American families, especially among teenagers. 

families attempting to cope with an extraordinarily stressful event, 
for example, tend to want to draw together for mutual comfort and 
emotional assistance. Yet, at the same time, because family interaction 
under stressful conditions often increases stress, there is also a tendency 
to separate, to avoid interaction, particularly discussions of the trauma. 

Theoretically, the most crisis-resistant families are those that are 
“palanced” in terms of the family cohesion continuum. They foster 
intimacy, yet are neither overly “connected” nor overly “separated.” 

Olson et al. (1979) call the second theme the adaptability dimension. 
It involves the ability of the relationship system to respond to devel- 
opmental or situational stress with appropriate shifts in the power 
structure, relationship roles, and rules. Specifically, they view family 
adaptability as the ability of a relationship system to change its power 
structure, role relationships, and relationship rules in response to a 
situational or developmental stressor. As with the cohesion dimension, 
there are extremes in family adaptability. These are described as either 
“chaotic” (too high) or “rigid” (too low), in contrast with the more 
balanced family adaptability styles: called “structured” or “flexible.” 

Families in crisis, such as the Burns family, frequently must not only 
cope with the fear of one of its members being incapacitated, they must 
also contend with its consequences: major disruptions in their life-style 
and routine. These families, after some attempts to help the affected 
family member, may eventually focus on their own individual losses 
to the detriment of the victim. Applying the circumplex model and 

a battery of associated psychometric tests, the Burns family 
_be described as chaotically separated in that they are low in 
cohesion and high (too high) in adaptability. 

Both these dimensions are a description—rather than an evaluation— 
of family dynamics, Ideally, the family must balance both cohesion and 
scaptability for optimum family functioning at all times, but especially 

limes of stress, This is because these times, of course, require optimum 

— ioning, including creativity, conflict resolution, problem solv- 
© management. 


(Ole. led description of the circumplex model is available elsewhere 
Fes 1985; Olson, Lavee, & McCubbin, 1986; Olson et al., 1979; 
side, wosell, & Sprenkle, 1983; Sprenkle & Olson, 1978). This model 
 uective method of assessing families (a measure called 

“se dimensions (Olson, Portner, & Lavee, 1985) for both 
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adaptability would be judged as being yu), 
If these types of families are currently jp , 
heir lives which would generate additional 
(e.g., changing residence) would be discouraged. 

Similarly, successfully treated families should have more de, 
scores than when they sought treatment, and efforts to help ity 
“balance their family relationships” would be part of the bikie 
plan. This will be discussed later within the context of the phase, , 
treating family traumatic stress. 0 
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Family Relations Skills 


A major element of treating families, particularly families in crisis, j 
focusing on the development of a variety of interpersonal relationship 
skills. These include behaviors that appear to lead to effective and 
efficient (1) exchange of information between family members, (2) 
problem solving, and (3) conflict resolution. 

By fostering family relations skills family members are able to full) 
exploit their own individual resources and those of other family membes 
in helping to seek and resolve the current crisis. There are a wite 
variety of models for teaching these skills to people within a fam) 
ee An excellent example is Bernard Guerney’s (1978) relationship 
ennancement (RE) program. This approach will be described later 
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rocess the self-esteem of the family in general and the esteem of the 


members of the family in particular will be raised at least to levels 
prior to the impact of the traumatic event. 


TREATMENT PRECONDITIONS 


It is important, prior to therapy, to establish the ideal preconditions 
for effective therapy. It is important, for example, to determine: (1) 
What set of circumstances brought this family to treatment? (2) How 
committed are they as a family? (3) Is there an accurate PTSD diagnosis 
of a member? (4) What is the extent to which family members are 
suffering? Finally, (5) a method of family relations skills training must 
be established. 


Special Circumstances of Families 


It is important to recognize that traumatized families can be classified 
into two categories of clients for post-traumatic family therapy: those 
suffering from internal traumatization and those suffering from external 
traumatization. As noted earlier, the focus of this chapter is on the 
latter, help-seeking families. Elsewhere in this volume my colleagues 
discuss methods of helping families victimized by intrafamilial abuse. 

It is important to recognize that the former type of family will require 
much more time and skill to treat. They have been traumatized from 
within the boundaries of the family system most often by one or more 
family members. Family member violence and abuse against one another 
are prime examples of this type of victimization. The extent of victim- 
ization is typically system-wide, affecting all family members to varying 

8. Most frequently these families have been exposed to this 
abusive environment for extended periods of time and often have 

! specific methods of coping with the stress and the problems 
that produce the stress. In addition to the direct effects of abuse of its 

Wbers, these families suffer from limited and sporadic social support 
due to the extent of individual impairment and the lack of trust. 
_ lt is encouraging to see that the clinical and scholarly literature 
sing on the internally traumatized families is growing. Indeed, 
journals have been established recently to further promote 
field. Moreover, hundreds of treatment and prevention 
seen established worldwide to help families affected by 
intrafamilial abuse. 
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TREATMENT OBJECTIVES 
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are often dysfunctional during periods of high stress and crisis, such 
as in the wake of a traumatic event that impairs one or more family 
members. 

Family members should be aware that the purpose of therapy is to 
facilitate effective coping with these extraordinary events, those in which 
the family has very little experience. Family members must become 
convinced that to do this—to cope with extraordinary circumstances— 
requires extraordinary methods (rules and communication skills) which 
they can, if they wish, view as temporary until the problem is solved. 

New family rules and communication skills include those which 
encourage the free exchange of ideas in a clear and efficient manner. 
A portion of the family therapy sessions and subsequent homework 
should involve teaching these new interaction methods. Several ap- 
proaches have proven effective with families (cf. Guerney, 1978; Miller, 
Nunnally, & Wackman, 1975), 


3. Promoting self-disclosure. With new rules and skills for encouraging 
self-disclosures among all family members, therapists should reserve 
sufficient time to ensure that all family members talk about their feelings. 
As a result both the rules and skills are reinforced and, more important, 
the hidden insights, feelings, and fears of all family members are more 
likely to be exposed and dealt with effectively. 


4. Recapitulation of the traumatic events. More specifically, therapists 
should encourage each family member to articulate his or her experiences 
and feelings associated with the traumatic event in as much detail as 
Possible, For example, talking about what kind of day it was when 
they first learned of the event, what they were wearing, what they did 
and felt during and after learning of the event. This will trigger new 

“omation, insights, and conclusions associated with the event. For 

entire family—as well as the identified victim—this will reinforce 
the idea that the entire family was affected by the event and how 
portant the identified victim is to everyone. 

Be: s the individual family member stories are told—about how each 
““nced the traumatic event and its wake—a picture of the family 
will emerge, for example, that all were quite upset and worried 

@ to cope in their own ways. These coping attempts helped or 
ip: And at times these efforts did more harm than good, 
the stress for the traumatized person as well as other 
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ee. ie Burns family began to identify the initial pericg 
of diet efforts to help Mr. Burns, daughter Sandra recalled how wore 
she was about her father. In an effort to “get his mind off of Vietnam’ 
one Sunday, she decided to insist that he take her to a movie. However 
because of her insistence, she was accused by him of being “a spoiled 
brat.” 


5, Building a family healing theory. I (Figley, 1979, 1983) have adopted 
Horowitz's (1976, 1986) thesis that the traumatized work through their 
experiences by developing new realities about the causes and circum 
stances of the traumatic event. I have called this new thesis a persons 

healing theory,” since it is a perspective that fully accounts for what 
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FAMILY ASSESSMENT 
Clinical I nterview 


During the initial/intake interview with the family and, perhaps, one 
or more subsequent sessions, it is important to assess the extent to 
which the family has coped with the traumatic event. I have found 
from my work and the work of.others (cf. McCubbin & Figley, 1983b) 
that there are 11 criteria that distinguish functional versus dysfunctional 
family coping. Table 1 lists these parameters. Some questions useful in 
making this determination are: Does the family have a clear under- 
standing and acceptance of the sources of stress affecting them? Do 
they see the difficulties they face as family-centered or do they blame 
one or two family members? Do they appear to be problem solution- 
oriented or blame-oriented? What are the general levels of tolerance 
for one another? How committed are the family members to one another? 
How much affection is there in this family? What are the quality and 
quantity of communication among members in this family? How co- 
hesive are they as a group? How flexible are the family roles? Do they 
tend to utilize or avoid resources outside the family? Do they serve as 
a resource to others as well? Is there evidence of family violence? Is 
there evidence of drug abuse? A more standardized protocol for col- 
lecting additional important clinical information is available also (see 
Clinical Rating Scale by Olson & Killorin, 1985). 


TABLE 1* 
Contrast Between Functional and Dysfunctional Family Coping 


For Families that are coping 


Characteristics Functionally Dysfunctionally 
ldentification of the stressor Clear, Acceptance Unclear, Denial 
Locus of the problem Family-centered Individual-centered 


ach to the problem Solution-oriented Blame-oriented 
ince of others High Low 


Clear, Direct Unclear, Indirect 


High Low 
Flexible, Shifting 
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they are asked to estimate their satisfaction when and if they were to 
turn to each of these persons with regard to overall helpfulness and 
five other indicators of support: tangible aid, companionship, advice, 
encouragement, and emotional support. Support satisfaction scores can 
then be computed for each supporter listed as well as for each dimension 


of support and overall helpfulness. 
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skills functioning, including, for example, empathic responding, speaker 
selectivity, and communication role switching. 


FOUR TREATMENT PHASES 
Phase I: Building Commitment to the Therapeutic Objectives 


- Commitment and trust are critical elements in psychotherapy treat- 
t methods. The early phase of intervention is primarily dedicated 
d. It is important, especially in the beginning, to convey respect 
client family and an appreciation for their suffering. Getting the 
-as many members as possible—to disclose their ordeal, I have 
develops and promotes commitment to the treatment program. 

cal factors at this phase include: (1) articulating the major 
f stress endured by the family, (2) identifying the specific 
bjectives, (3) noting the high degree of optimism for a 
outcome, and (4) conveying a sense of confidence, 
perience as a therapist who has dealt with other, 
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the benefits f Seni and to understand that they as a family muy 
urrounding to help each other overcome this tragedy. 
rally case ms identify the full extent of the consequences of the 
effor 


] encourage each family member to talk briefly (five 
hat the traumatic event means fo him or her 
her life has been disrupted. By assuring that 
Is will be given and received—rather than allowing 
them to lapse into a blaming session—the experience has been quite 
roductive. For example, the nine-year-old boy of the Burns family 
disclosed that: “I can’t talk about my baseball game because Daddy 
keeps talking about the war.” 

The therapist asked at this point, “And how did that make you feel?” 
This helped the son identify the feelings he had related to these 
circumstances, and he went on to admit that his father’s attention was 


important to him, but he understood that it takes time to feel better 
about something that was real scary. 


ha “sei oa there is considerable animosity among 
a8 weak, unintelli = the “victim.” He or she is viewed, for example, 
therapy is to Sah f mMcompetent, or unlucky. One of the goals of 
the end, implicitly amily members to purge these feelings and, " 
By doing Y or explicitly communicate forgiveness of the “victim. 


SO, res "Liege 
family te ty for the current situati 5 in dividual 
» who be tion shifts to 


Phase [1]. come more responsible for their fate. 
: Reframing the Problem 
This 


ha 

he id the most Critical 

*880ciated with ¢ and assemble th 
the fami he traumatic been e 


Here the therapist must help 
various feelings and percept 
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about his painful war experiences, He slowly began to see that there 
was another explanation, She felt like a failure as a wife because she 
was unable to help him work through his trauma, Bach time he brought 
it up or displayed symptoms of PTSD, it was a reminder of her failure. 
He began to reframe his perception of her behavior from a sign of 
rejection to a sign of love, 

Eventually, the entire family began to recognize that what they once 
saw as a tragedy and a terrible burden was now a challenge and that 
they could work together to overcome this problem, They began to 
realize that working through this crisis together made them better 
equipped as a family to deal with future adversities, 


Phase IV: Developing a Healing Theory 


The final process of recovery from trauma is developing a healing 
theory. As noted earlier, a family healing theory is a set of statements 
it the circumstances under which the traumatic event happened, 
and why each family member behaved as he did (during and 
ng the event), and an optimistic scenario of what would happen 
ar traumatic event took place again. 
individual treatment, in which the therapist guides the de- 
of a single healing theory, families must develop one that 
mbers embrace. This is no easy task, especially in chaotic 
with little cohesion). Therapists should take note of 
ts make during the sessions which are candidates for 
healing theory. They include those which (1) address 
m questions, (2) are endorsed by everyone, (3) are 
and (4) focus on the victimized family more than 
mily member, As each family member shows signs 
of the current crisis and optimism about 
enges, the ther to guide the 
the victim: 
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104 uch and his becoming upset about the wa, 
ad very ™ is to all of us: as father, husbang 
We love D ize how sh aa ae and Laon and we bl] amed 
iend. mad at us, wanted us to go away 
yee We thought ae to tell us that he wanted to move 
re afraid he shat ihe memories of the war and his expe. 
out. Now we know n had always bothered him and that only 
riences as a a ene finally deal with them. It took him—and 
now was he coe i out what was happening. We tried, in our 
us—a Se he Most of the time we did not help because 
rani i lie this has never happened before. We now see that 
aa Srerunts though unsuccessful, were signs of love and caring. 
We now see that Dad was bothered by the war because he is a 
kind and sensitive man who endured a very scary and depressing 
time. He now understands why he has acted as he has since the 
war and knows what to do if he has bad feelings about the war 
again, We have grown closer as a family because of this situation. 
We are stronger and tougher than ever and can deal with any 
other problems that might happen in the future and be helpful 


to other families who might become overwhelmed as we were. 
We are survivors! 


Seta es not necessary for all members of the family to 
children may i ae with equal amounts of enthusiasm. Indeed, th 
even be somewhat a aware as the adults of the details and may 
is important, SOS ea about some aspects of the theory. Wh# 
family healing theory j § that everyone in the family believes thet the 
until another js tiles a good working draft and will be acceptable 
Peace and get oa and accepted; that it is sufficient to keeP the 


© functioning like a whole family again. 
As the Preparedness 
famil : 
its preci y be ; 
family for conceptualizat rticulate their healing theory and negoti® 
he End of ther the therapist must begin to prepat » 

clients to cee Neevoe ea is done by beginning to revi" : 
the the family evs their "a ha program and encouragi"é 

Current JOYS a senea fe ements. 
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th the Burns family, for example, the therapist might ask one or 
family members to describe how they would cope if fire destroyed 
home, or if Mrs. Burns were hospitalized for several months, or 

if a pet died. 

As another method of reinforcing the intervention, the family could 
be asked to serve as a role model to other families seeking assistance. 
if they agree, they might be called upon in the future to talk with 
another family in the process of recovering from a highly stressful 
event. The family could be reminded of how useful such a family could 
have been to them early in the treatment program. 

"The final session should convey a sense of accomplishment: that the 
family did it mostly on their own; that the therapist only served as a 
helper. They should be encouraged to write or call the therapist at any 

‘time, but urged to use the skills and insights they have developed in 

session to try to handle their own problems as they emerge. 

ve found that it is useful during this phase to retest the family 
the battery of instruments they completed earlier. Moreover, if 
rapist is interested in regression effects, these same instruments 

: administered again 6 to 12 months following therapy. 
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-. approach is based on numerous assumptions that need 
Obrint Pr ified or changed. The major assumption of this 


and V i 
to be we Se eeumat family therapy, for example, is that treatment 
eeaer ae very least, focus on the social supportive function of the 
should, a nd attempt to restore it at least to pre-trauma levels 


ily system @ ientifi itions i 
— ‘eaves should be tested under rigorous scientific conditions in 


to support or refute this assumption. 
aottines. intervening at the family systems level, we believe that 
not only will the pain and suffering of members be alleviated, but, as 
a result of the intervention, the family will be more equipped to cope 
effectively with future challenges. This assertion, too, should be tested. 
This approach to treatment certainly should be tested and contrasted 
with others. Assuming that this approach to post-traumatic family 
LL EME and appropriate, what are the implications for future 
pee nee en innovation? Certainly, traumatic events and the 
Sea : : et ividuals and systems directly affected have always 
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ose who did not? What accounted for the speed and fact of recovery? 
id the family and social support system play a role or was it a result 

of some other factor or set of factors, some of which have yet to be 


detected? 


Future Clinical Requirements 


The field of family therapy emerged as a result of clinicians struggling 
with efforts to cure individuals with major mental illness. Today, the 
field of family therapy is quickly becoming one of the most powerful 
and promising in psychotherapy. Although few have discussed its utility 
in traumatic stress treatment, I hope that this chapter has illustrated 
the role of family therapy in treating not only the victim, but also the 


but also equipping the family to cope more effectively with any 
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SECTION II 


The Victim of 
Violent Crime 


The relationship between victim and victimizer profoundly affects the 
meaning of victimization and the course of recovery. A wife who is 
terrorized by an assaultive husband suffers not only the traumatic effects 
of episodic beatings, but also the insidious loss of hope and will that 
accompanies a virtual state of slavery. This is compounded when 
representatives of criminal justice and welfare departments hold her, 
rather than her bullying husband, responsible for her plight. 

A woman who is raped by a member of her family or a friend of 
her parent is less likely to press charges than a woman who is raped 
by a stranger. Questions of loyalty are raised, implying that the victim 
who breaks silence is perpetrating a crime against her kin! 

The six-year-old child who is coerced into an incestuous relationship 
with her father is vulnerable to lifelong disruption of emotional and 
onal functioning. The fundamental flaw is in the sense of self 
and the ability to gauge trustworthy relationships, This impairment is 
Cilferent and deeper than the acute effects of post-traumatic stress 
der. In fact, any significant traumatic event or series of traumas 
ting in childhood may impair the normal development of person- 
adding “axis II” disorders to the primary psychological distress, 
a child is murdered, the parents and other family members 

iilate images of horror and feelings of guilt along with their 


id section is devoted to those circumstances of victimization 
rime has special significance to the victim or the surviving 
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as founding ae tate Medical School developed into a five-year 
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She and her husband, Professor Stark, defined the “adult trauma screen,” 
which is rapidly becoming 4 standard medical device for identifying 
victims of abuse. Their perspective 1s feminist, emphasizing gender 
politics rather than personal pathology, and they conclude that health 
care providers, including psychiatrists and social workers, directly con- 
tribute to the entrapment of women in violent homes through neglect, 
minimization, and victim blaming. 

Carol R. Hartman is the coordinator of the Graduate Program in 
Psychiatric Nursing at Boston College. Originally interested in the impact 
of maternal psychosis on the development of children, she expanded 
ae scope to include the effects of traumatic experience and deprivation. 
pecs with her colleague's, Dr. Burgess’, pioneering work on 
ee SE and sexual exploitation on children and adults. 

years their collaboration has increased, as well as the 


breadth of their resear: ini 
ch and clinical practi -traumatic 
reactions to sexual assault. practice, focusing on post-traumat! 
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‘ction Committee for Women, which makes policy recommendations 


improve services to female mental health clients. 
d Rynearson is a clinical psychiatrist in full-time practice in Seattle, 
ington. His research and teaching interests and administrative 
s are of secondary importance to his role as primary clinician. His 
in bereavement has been enforced by his patients. He writes, 
long-term adjustment to separation and loss is so ubiquitous that 
j understanding of its clinical effects and therapeutic intervention 
a necessity. The syndromal effects of unnatural dying has 
1 area of particular interest.” Dr. Rynearson has made an effort 
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Personal Power and 
Institutional Victimization: 
Treating the Dual Trauma of 
Woman Battering 


EVAN STARK and ANNE FLITCRAFT 


Legally, “domestic violence” subsumes any act of assault by a social 
partner or relative, regardless of marital or parental status, severity of 
injury, or accompanying psychosocial problems. The term “abuse” high- 

the unequal power relationship in which the assault occurs and 
Suggests that a presumption of trust has been violated. Prefacing abuse 
with the term “spouse” indicates concern for males assaulted in intimate 
ionships as well as females and for relationships in which both 
_ Partners are equally abusive (intraspousal violence). However, although 
_ Slinicians must be sensitive to wife-husband assault and abuse between 
__ Same-sex lovers, the complex psychosocial profile associated with bat- 

__ ‘ting has been identified only among women. 
and abuse are sometimes used interchangeably. But this 

Rie g.: 


important distinction between an initial assault (abuse) and 
threatening history of injury and psychosocial problems which 
entrapment in a battering relationship. Reviewing the medical 
of 3,676 women presenting with physical injuries at a metro- 


S| 


haring ideas about treatment and editorial suggestions to Michele 
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116 tark et al. (1979, 1981, 1983), ang 
identify a battering syndrome amon 
Rosenberg, Stark, @ ee of trauma 1s Beepanied by 
n i ; iages and abortion, alcohol and 
child abuse, and mental illness. This 
includes a history of help seeking marked by 
riate and punitive aan 8 an as 
en, a single assault is an isolated episode (leske 
Be ey Be as ay majority of abused — * risk of 
battering must be assumed unless there 1s compelling evidence that 
violence has stopped. This chapter focuses on the clinical dimensions 
and treatment of battering, the syndrome attendant upon spouse abuse 
and characterized by a history of injury (often including sexual assault), 
general medical complaints, psychosocial problems, and unsuccessful 
help seeking. 

Just why abuse is followed by battering only among women remains 
unclear. The two most common answers, that women are masochistic 
or, conversely, that they accept their fate because of some combination 
: — Saat disadvantages, and personality deficits, are un- 
mies des es ap may evoke a number of mental health 
Sees 4s cise’ Se <a support the claim that a substantial 

erive pleasure from violence or choose to 


remain in vi ‘ : 
n in violent relationships when viable alternatives are offered. To 


the co er 

to pepe in below, abused women make frequent efforts 
source of their so ationship and are typically forthright about the 
frequ ently from white . Meanwhile, abused women come almost as 
Or minority families, A eee homes as they do from low-income 
associated with abuse nd the personality problems most frequently 
Wome, uationally ling Such as low self-esteem and depression, are 


duced and, j 
nd, in any case, are not peculiar to battered 


neglect and by inapprop 


Nd anger ing ot experi 
ah : Nduce "Xperience of battering is a 44 
Withdrawn” a Aas PY, violent subjugation Eerhined with 
mens Of inner deter Priately hostile. women appear “passive 3” 
ty-b ration, Typi ©, Presentations easily misread * 
sed res Ae however, their “ad of entrap” 
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nd victim blaming by those from whom they have sought support 
< d protection, including police, doctors, social workers, and therapists. 
a a result, battered women are often surprisingly responsive to short- 
term counseling where a sense of personal security is developed through 
rotection, empowerment, and advocacy. How the helping system con- 
tributes to entrapment and the dilemmas (and opportunities) for therapy 
that result from the dual trauma of woman battering are the topics of 


this chapter. 


THE BATTERED WOMEN’S MOVEMENT 


A century ago, women stayed with violent men because there was 
noalternative. Nineteenth-century feminists believed, somewhat naively, 
that male tyranny in private life would disappear as women gained 
formal rights to divorce, custody, property, the vote, and equal protection 
under the law. When this didn’t happen, when it became clear in the 
1960s and ‘70s that perhaps as many as 8 million women in the United 
States were in abusive relationships despite their hard-won entitlements, 
tesearchers and service providers presumed that personality factors 
explained why abused women failed to take advantage of their rights. 
It is easier—and safer politically—to probe the childhood experiences 
and/or psychological motives of violent men and their victims than to 

whether the institutions to which women had gained access—such 
as the police or court system—might not be undermining their formal 

*ntitlements to security, health, and autonomy. 
The battered women’s movement posed an important alternative to 
reductionist explanations and treatments of abuse. Within the context 
ss’ movement, we encountered women whose independence, com- 
it , Strength, and courage stood in marked contrast to the dominant 

» ait in the professional literature. 

Jakes An ld friend, Sharon Vaughn, helped start an early battered women’s 
ton," im St. Paul. When we visited her at Women’s Advocates in 
lon. “a8 writing grants in a third-floor attic. Downstairs, abused 

____\swered phones, prepared meals, provided day care, and ran 

seling. New residents signed a “contract” that included regular 
ii sibilities, specific objectives for personal change during 
, .-! Stay, and an agreement to help other residents meet their 
_ “98. The group was adversarial but effective. 
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More than 700 communities now host similar shelters. The most 
impressive quality of the women who fill these safe houses” beyond 
capacity is a fierce independence bred from skills needed to survive 
violent relationships. When a woman first calls the “hotline,” we may 
plan her escape step by step. And even in a new home, the phone 
ringing or a sudden knock on the door can evoke severe anxiety. On 
most occasions, however, and particularly when they act in concert, 
these same women are assertive, examine their predicament realistically, 
and are skillful at negotiating for their service needs. 

: We will never forget visiting Chiswick House in London, the first 
* oe Pa Aa refuge. Ninety women and children crowded the 
Tue Mae Victorian house. But the air was electric with excitement. 
shy e ies instilled confidence that if this chaos could be man- 
ged, anything could. That night, armed with wall ; 
and portable toilet with wallpaper, basic tools, 
railroad hotel, witht A: Ca of the women “liberated” an abandoned 
and full. A simil urs, the building was livable, even attractive, 

mular creative energy led ‘ 
Broadcasting System during a = 15,000 women to call the Public 
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attered Wives, Shattered Lives our period following a special 0” 
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whether judged by crude recidivism or by long-term benefits to women 
and children. 

Perhaps more sobering, the advocacy-coaching model employed by 
shelters is effective partially because the official helping response is one 
component of a woman's problem. Abused women use the same terms 
for both professionals and assailants. Neglect, denial, minimization, and 
victim blaming are the most common complaints. Stories range from 
being called crazy or a hypochondriac, through being ‘cooled out” with 
drugs and advised to “stick it out,” to the punitive removal of children, 
unnecessary mental hospitalizations, and shock treatments. Abused 
women who are also alcoholics describe being denied care altogether 
or, worse, being triaged to settings where sanctions are used to pressure 
them to remain in violent situations. These experiences undermine a 


woman's capacity to understand or act on her predicament. 


Subsequent sections draw out the treatment implications of women’s 


_ help-seeking experience. But first, we present a fuller clinical description 


‘battering. A strictly medical approach might conceive of a syndrome 
in terms of proximate interpersonal factors, injuries, and personal 
ring (as in the “battered child syndrome,” for example). In battering, 
s conception must also encompass the institutional and cultural milieu 
ing the medical response itself) in which abuse—an act of do- 
ic assault—evolves into a pattern of entrapment. 
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% of the cases. Hilberman and Munson 
wledged a:onl 5% rural mental health clinic and foung 
(1977-78) ee identified in only 1 case in 15. The 
that abuse had bee Mae by ashtray” OF “stabbed with knife’ fails to 


nee SE anivnté objects were propelled through the air. 
rope 


identi se means institutional statistics gross| 

me cal See ities One source that is independent of heb) 

msaniiel ‘s a woman's adult “trauma history.” By assessing the 

probability that injuries recorded on women S medical charts are de. 

liberately inflicted, we can estimate the true prevalence of abuse in 

clinical settings, identify its most salient psychosocial dimensions, and 
assess the professional response. 


Prevalence and injury. The most astounding aspect of woman abuse 
is its prevalence and duration. Using a trauma screen among a year's 
random sample of women patients, we found abuse to be the single 
most common source of female injury brought to medical attention. 
Nineteen percent of female injury patients were “battered women,” a 
finding replicated by a Philadelphia study (Kurz & Stark, 1987). Mean- 
por 16% of all female injuries are the direct result of abuse (auto 

ents account for 11%) and another 24% (or a total of 40%) occur 


in the context of abusive relationships (Rosenberg et al., 1985; Stark 


& Flitcraft, 1987 -thi , 
battering maleesre | third of all sexual assault (“rape”) occurs in 


ically ongoing. Halt hark et al., 1979). As important, abuse is typ” 

year and many of all abused women are beaten several times 4 
Although ae ry oh as frequently as once a week. 

Primarily severe injury si battering as a physical emergency involving 

facet of women’ » lS prevalence and duration make it an ongoing 
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1984b; Hilberman & Munson, 1977-78). And battered women 
comprise 96% of all women who attempt suicide (and 50% of black 
women who attempt it), 30% of female alcoholics (Stark, 1984), and 
45% of the mothers of abused children (Stark & Flitcraft, 1985). 

These facts fail to answer two questions that underlie every discussion 
of woman battering. Is victimization the consequence or the cause of 
accompanying psychosocial problems? And why do women stay? The 
evidence should dispel myths that attribute abusive violence and on- 
going victimization to underlying psychopathology or to some combi- 
nation of psychopathology, personal deficits, and “stress.” 


Mills, 


Politics or pathology? The psychosocial complex associated with abuse 
and the multiproblem families from which many shelter residents come 
has led observers like Erin Pizzey, founder of Chiswick House in 
London, to conclude that many battered women are “violence prone.” 
Rither abused women evoke violence from men by being “masculine,” 
“frigid,” “overemotional” with “weakened ties to reality,” and have 
“inappropriate sexual expression” (Contoni, 1981; Scott, 1974; Snell et 
al., 1974), or they accept victimization owing to their socialization, low 
self-esteem, and the helplessness produced by repeated attacks (Walker, 
1979). In explaining why men batter, a psychological emphasis on 
childhood abuse is supplemented by learning theory. Most writers view 
violence as a response to stress learned from childhood maltreatment, 
supported by cultural norms and transmitted across generations, par- 
ticularly in inner-city “subcultures of violence” or in “violent families,” 
where abuse circulates from one member to another. 

Feminists reply that the problem is not violence per se, but male 
_ “dlence used to control women and other family members, and they 
Be insist that abuse, like rape or child sexual abuse, results from male 

: tion (and the resulting inequity in power and resources), not 
Psychological difficulties. Since the politics of gender inequality is the 
Major issue, intervention should target situational rather than psycho- 


- growing body of evidence supports the view that abuse is elicited 
onfli often than by family 
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d adults, and abused boys are more likely 
‘tyr of batterers (around 90%) and gi 
o history of assault as children (Stark & Flitcraft, 
sone men in other problem populations dispro 
Seale disturbed homes. So, for instance, while 
ccompanied by the mother’s abuse, 
45% of all child abuse may be ea Ps cases, and 
as less likely to come from alcoholic, disorganized 


$s are : ; 
eee than nonbattered mothers of abused children (Stark 
& Flitcraft 1985). By contrast, the sexual nature of abuse is suggested 


by the frequency of abusive injury to the face, breast, and abdomen; 
the close association of battering with rape; and the fact that fights 
leading to abuse typically involve money, sex, child care, or housework 


(Dobash & Dobash, 1979). 


survivors (75% 


or are ab 
dats 8 m violent or 


Marital status, income, and race. Demographic information further 
supports an emphasis on gender conflict rather than family process of 
environmental stresses such as poverty, racial discrimination, or un- 
employment. Single, separated, and divorced women are actually at 
greater risk for abuse than married women (Stark & Flitcraft, 1987), 
and abuse among poor, black, or unemployed women is only 3% higher 


th : ; 
ae anetae white, middle-class, or professional women (Schulman, 


Personality factors i 
found Na Sa nine if any, personality differences have been 


often have a be nonabused women. Indeed, abused women 
“social” and “Sisk ania ‘ of reality than their assailants, are more 
(Finn, 1985; Graff, 1980: — controls, and exhibit greater ego strength 
abused women suggest that tar, 1978). Frequent suicide attempts by 
number are outwardly a some turn anger inward. But a substantial 
assailants, Lenore na het independent, or overtly hostile to 
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women ot, as likely, that low self-esteem is situational rather than 
characterological. . . 

Unfortunately, the myth that battering arises from psychological or 
environmental dysfunctions is not easily shaken. Psychological expla- 
nations exert a strong hold on service providers whose institutions have 
a vested interest in therapy and welfare rather than political change. 
Abused women have multiple problems, making it easy to see them 
as “victims” needing rescue. Batterers, like many other distressed men, 
have suffered pain in their childhood, often including physical mal- 
treatment. And it is safer to trace violence to childhood neglect and 

focus current treatment on a man’s “impulse management” than to 
~ confront the health consequences (for men as well as women) of patterns 
of control and dependence that are widely considered normal. Ob- 
viously, until women can be assured safety and adequate support, 
emphasizing psychological dependence is victim blaming. Yet even 
enced shelter staff rationalize the understandable frustration and 
hey feel when a woman returns to a violent relationship by 
something “in” her. It is extremely hard to see the strengths 
en who may present themselves as passive and overwhelmed 


as we resisted it, we too were slowly seduced by the 
of abused women as psychologically deficient. The clinical 


$ repeated with an almost fatal regularity. An abusive 
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124 d through minimization of the 
d a range of punitive interventions 
uce a woman’s autonomy that 


multi roblem vi 
originally been projected. The ee 

rushed by an | 
So a a clinical response had a good deal to do with these 


facts. 


The Dual Trauma of Abuse and Victimization 
slowly emerged of battering aS 4 complex of physical and 


A picture 
psychosocial problems evoked by personal violence that has become 


enmeshed with a history of institutional neglect and inappropriate 
interventions. Problems of omission are the easiest to detect. Lack of 
identification is accompanied by a failure to follow abuse victims clin- 
ically, even when they attempt suicide. Interestingly, however, although 
abuse is not officially acknowledged, abused women are treated dif- 
ferently than other women, What we call an “implicit diagnosis” starts 
ae denial ‘ care or the prescription of inappropriate pain medication, 
with rail wea the frequent use of tranquilizers, and often ends 
tes Saath Beg ats referrals to state institutions. Abused women who 

e virtually no care (Kurz, 1987). Meanwhile, com 


pared to nonabused : 
more likely to have os bused children, abused mother °F 
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_ and abuse is evoked by the institutional response to persistent 
i social partners may be hit in a fight. Surveys even 
est that women hit men as often as they are hit (e.g., Straus et 
, 198¢ But only women suffer the dual trauma of interpersonal 
one victimization based on subordinate status. Both 

seir personal relationships and in their helping encounters, battered 

> subjected to unquestioned assumptions that reflect wider 
regarding women’s character, appropriate behavior, and 

aily forms. Embodied in a range of helping responses, these 

ns have direct, severe, and long-term consequences for victims 

igh some women have impaired esteem to start, for most, 

ad despair only follow a history of frustrating—even 

aeanis- Neglect, inappropriate medication, labeling 

sistently seek help, and stigmatizing abused women 
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d other survival resources, both Social 


safety and the need for help an 


and material. 


The Challenge to Traumatization Theory 
a situational response to real or perceived threats 
Woman battering—the ee Process that 
cial problems alongside escalating injury—follows when 
Boe aawesiect Jeoletion, and maltreatment are added to assault, 
If women’s vulnerability to abuse in “family fights” originates in their 
relative lack of resources, it is extended, against women’s claims to 
independence, by interventions whose cumulative effect is to reproduce 
the context of unequal power in which male authority can be exercised 
arbitrarily (i.e., violently). Women seek relief from domination. But 
when blame is transferred to the woman, effectively punishing her for 
seeking help, her resistance to domination is managed, not domination 
itself. Appropriate intervention works back from crisis intervention to 
seetyeM a os is safe (because of shelter, for example) 
nds i oma his wi police or the courts, the process of 
coasts aking the links between violence and control— 


Senoiieeem ate health views violence as symptomatic of underlying 
or couples’ and — roblems for which individual counseling and/ 
this model colludes nf h «rapy is appropriate. By minimizing violence, 

th the assailant’s tendency to deny or minimize 


his acts. Mean 
sdaaes Sovth ad it reinterprets a woman’s abuse as a problem 


or psychosocial mora, as a function of inherited, behavioral, 
unwittingly alles ise nat belong” to her, traditional therapy 
Imi the family “Shi larger system of discrimination and 
(Imber-Black [ 86) also defining the problem this way 


Woman abuse is 
to male prerogatives. 
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has stopped, principal treatment objectives are to overcome the sense 
¢ physical and psychological violation and restore a sense of autonomy 
set separateness. 

However, despite the many advantages of a victim-oriented frame- 
work, battering challenges the traumatization approach in several im- 


portant respects. 


1, The traumatization model has been applied mainly to cases, such 
as stranger rape, war trauma, or kidnapping, where the traumatic 
episode(s) and the “post-traumatic” reaction can be clearly demarcated. 
The ongoing nature of battering often makes this demarcation impos- 
sible. Fears, feelings, and behaviors appropriate to current entrapment 
can easily be mistaken for post-traumatic paranoia, depression, or pow- 
erlessness. Because treatment often begins with the patient still at risk, 
confronting the violence is the first imperative. Although some therapists 
believe it is impossible to do meaningful therapy with women at risk, 
the practical context often necessitates working through this dilemma. 

2. As in the discussion of “rape trauma syndrome,” a post-traumatic 
framework may identify symptoms solely with the act(s) of assault or 
Violation, thereby missing the importance of institutional trauma and 
the extent to which the symptoms of battering function in a wide social 
interplay that reaches beyond physical assault to the experience of 
therapy itself. Here too, reality-based reactions to the illegitimate exercise 
of institutional authority may be misinterpreted as personality problems: 

justifiable anger at professionals may be misread as “resistance,” real 

Powerlessness may be misread as “depression,” or myriad help-seeking 

1 may appear to be “overinvolvement” (Imber-Black [Coppersmith], 
; 986), In providing a corrective to the psychoanalytic emphasis on 

__ Petsonal pathology, post-trauma therapy should seek out the complex 
ries Ways in which subordination in institutional and intimate encounters 
ut up over time. 
eee: In underplaying the political dimensions of a problem, post-trau- 
i can inadvertently reinforce the dependence it seeks to 
come. Although the abused woman may be in the throes of a 
no pensatory and reactive behavior pattern over which she has little 
ins” @ SUccessful treatment outcome must accommodate her under- 
a for autonomy. By overemphasizing a woman’s victimization, 
et, sUmatic stress model may underestimate the importance of this 
1d, in tum, seek to rescue her rather than support her choices. 
hee attered women, violence is the only issue, and entrapment 
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- oO stop as paradoxi ae 
e violence t , ICal as this 


erience the violent reaction as an integral 
y struggle through which . seek to develop the;, 
press their independence. ese women may have 
eiving of the violence ending without fundamentally 
stag or even abandoning their goals for personal growth. 
compromising ‘thout inadvertently reinforcing dependence pre- 


Iping the woman WI 
ies s ongoing dilemma during treatment. 


h 
all battered women want t 
any V 


The time-limited situational interventions required to deal with the 
f battering appear to be relatively straightfor- 


traumatic consequences O 
ward compared to the complex issues raised by long-term psychother- 


apy. Paradoxically, however, mental health practitioners are ill prepared 
to confront the personal, ethical, and professional dilemmas raised by 
battering or to unequivocally support female empowerment as an al- 
ternative to traditional dependence. 

To successfully overcome battering, the rational core of the victim's 
response to the violence and to inappropriate and punitive care must 
be elicited and supported. The first step in differentiating what the 
patient has done (and why) from what has been done to her is a full 
history of personal trauma as well as of her help seeking. The impact 
Aer bie has been widely discussed elsewhere. (Dobash & 
Aine oo See eid eee 
atively neglected. The follor ae intimate violence have been rel- 

wing case histories illustrate how the helping 


response im Cae 
standing mst — “seis S experience and show why under- 
traumatic treatment, nstitutional victimization is so crucial to post 
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persistent help seeking is met with labeling, conferring on Mrs. 
-. the status of a “deliberate deviant” (Roth, 1972; Kurz & Stark 
Smi As a result, abuse is concealed and punitive interventions are 
Ge d—including denial of care and hospitalization in a state insti- 
iution—which reinforce the impact of the husband’s violence. 
The narrator is director of education and training at a prestigious 
sychiatric institute. He calls the case “The Typical Crock” (Bauer- 


meister, 1979). 


justi 


Mrs. Smith came to this country from Eastern Europe in 1914, 
worked as a domestic in Washington, DC until 1928, when she 
moved to a medium-sized university town in New England to 
marry. During the next 40 years (from 1928 to 1967) she saw 394 
physicians (including 17 psychiatrists), averaging a visit a month, 
or 425 visits overall (340 nonpsychiatric, 84 psychiatric). Despite 
an “unremarkable” history, Mrs. Smith repeatedly complained of 
problems with her head, eyes, ears, face, throat (12 times), chest, 
breathing, vagina, and so forth, in addition to ill-defined ,“pain 
all over.” She did not receive elaborate workups, however, since 
her problems were “transparent.’” As a consequence, she received 
no follow-up, most of her visits were unscheduled, and no di- 
agnosis was made, therapy suggested, or return visits scheduled. 
On the contrary, resentment of her “psychosomatic disguise” pro- 
voked psychiatrists to use labels for Mrs. Smith such as “crock,” 
“immature personality,” “hysterical,” ‘emotional overlay,” and 

conversion reaction,” and she was eventually committed to a 
state mental hospital for ‘punitive’ reasons. (p. 211) 


_, here is no malevolence behind the gradual transformation of Mrs. 
from a persistent help seeker into a “deliberate deviant” for 
f “nothing can be done.” The process is defensive. Frustrated by 
4. Patient’s refusal to respond to treatment, clinicians project their 
___,,*Ppointment onto her, then read it back as an inadequacy in her. 

op: tatrator sincerely believes that if Mrs. oy a oe been - 
yea as “a typical crock’’ early on, valuable time and resource 
nave fe cea and she ould have been spared an admittedly 

uve HOspitalization. Somewhat paradoxically, the key to managing 
nmon figure” is the discovery that nothing can be done 


to ne hniadiond record, we discover that in 1928, a 
ni 1 egan her “tran sparen t’” career aS a pet 
= ating her “sega.” He is described as “psychotic” 
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the beatings she reports, By; 
” 1 because of ; ‘ igen Ut 
presum ay seociated with her multiple Physical and 
ints. To the contrary, since it predicts frequent, 


unscheduled ane mily situation where violence, hence injury or other 
oe Oe te medical attention, is sporadic. Mrs. Smith makes 
problem 


¥ ” wisits simply to call attention to her plight, 
many of .. unnecessary nostcally reorganized until the problems 
But . Sl the problem she is, for herself and for her helpers, and 
neat the real etiology of her “multiple vague complaints.” The term 
“erock” translates the interns’ moral judgment into clinical terms (from 
bad to mad, as Laing might say), presumably evoking professional 
behavior in place of the more arbitrary response to frustration. Her 
persistence is converted from a problem for her doctors into a symptom 
of an underlying pathology. She has so many complaints and problems 
because she is the sort of woman who has so many complaints and 
problems, Thinking ahead, we can anticipate how the label “crock” 
can enter the situation it fails to grasp, weaken her sense of reality, 
and even generate the “psychosomatic disguise” expressed through 
Ve of pain to parts of her body that have 

acked. 


A full explanation of wh Se sat 
y psychiatrists and physicians respond this 
way is beyond th é : 

include Netliataass scope of the chapter. At a minimum, it would 


Hte-ailidelswtive grasp of social ills afforded by the medical paradigm, 
Source, and dda these, to manage “‘overutilization’’ whatever its 
when aggressive wom € encounter itself, the dilemmas clinicians feel 
Luckily, Mrs, Smith is €n confront them with “the failure of the cure. 
literal meaning of dia- oo She has been “seen through” (the 
Fees are Pienad sis). The “failure” is relocated in her; valuable 


is preserved by showing 


assail —s n 
her the eh Sid Om: Medicine respor 


© course of a 
treatm 
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al need to call attention to herself (in this case) or of secondary 
5 such as alcoholism. Finally, severe psychosocial and life- 
f reateniNg physical problems emerge, frequent suicide attempts for 
instance, and are met with frankly punitive interventions (state hos- 
alization in this case, the removal of children in the next) or inter- 
ventions designed to treat the secondary problems in the context of 
| x Bie yiolent family structure. As her diagnosis progresses from “bad” 
~ to “mad,” her reception evolves from poor medical practice to systemic 
maltreatment. 
A common feature of these cases is the undermining of a woman’s 
city to seek appropriate protection from danger, a key survival skill. 
bility to struggle at home is reduced, she feels there is no place 
o turn—a frequent source of depression and homicidal rage among 
sed women—and she forms an inner association between personal 
ive and rejection that is displaced in alternating patterns of pas- 
id undirected aggression. Forced to seek help for her primary 
hrough a number of indirect means, Mrs. Smith begins to 
and confound her physical, psychological, and behavioral 
until she herself becomes tentative, perhaps unsure, about 
major problem actually is. 
on of problems in institutional management to Mrs. Smith 
he process of individual countertransference in certain respects. 
e is that the transference of institutional problems to abused 
i by withholding resources vital for their survival. In 
lunction of advocacy is to get medicine to confront 
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ing anger becomes increasingly difficy), 
severity, and mar <2 other building rage presents as free. 
Race and ethnicity in loud talk, flailing arms, threatening be. 
ranging aE a erficla a unctuated by violent outbursts. In the 
See! . Gear oo et al. (1984b) caution, passivity ang 
' m 

denial ne ett On the contrary, feelings are withheld jp 
aes to the double-bind women experience when, after they describe 
their predicament, aid is withheld. Rage ultimately penetrates the wall 
of outward passivity: one abuse victim in five attempts suicide at least 
once (and 1 in 10 does so multiple times) and many abused women 
murder their assailant, as in this case. It is crucial, therefore, that a 
woman's efforts to circumvent or otherwise overcome the refusal by 
helpers to treat her appropriately not be interpreted as proof of psy- 
chiatric disease or as a rationale for perfunctory treatment. 

This case history is reconstructed from clinician notes, prescriptions, 
and referrals. 


Case Presentation 


Mrs. McShane first came to the emer , ; 
gency service with trauma in 

psi ae saying she had been hit with fists on her head and 
"one was three months’ pregnant and had three small children. 


She was treat oe 
nents cn referred to the women’s clinic, the hospital's 


Less th 
that her boyfriend gersesr pone retumed to the emergency service sayins 
ona struck her on the head i head 
wall. She reported , causing her to hit her 
loody spotting i ian that water was released and she had noticed 
bike visible. She was ela A number of black and blue marks 
Nd again refe eat la thats and gynecology services 
b . 
er boyfriend beat her hes h, Mrs. McShane returned again, saying that 
eerie on her legs iA 2 with a club. She was treated for multiple 
on on her right hand mms, a large hematoma on her heat 
to tani kn a dislocated left thumb. The surge’) 
, Where it was noted: 
24-year. 
tees A Re at female who has been beate" 
Pain and iene With her oe ents after severe beating seat 
: Med with probleme © children and is in ™U 
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she was referred to family counseling for follow-up, and then sent 

e, only to return in a few hours because “she can’t care for her 
he children (all under six) with both hands splinted.” She was admitted 
I cacot and care and help with social situation.” The text of her 


f 
o written by social service, reads in part: 


admission, 


isaw this patient yesterday in the emergency room. She presented 
herself as nervous and I felt that she was postpartum depressed. 
She requested voluntary inpatient psychiatric help preferably at 
the community mental health center as she felt too nervous to go 
home. I asked psychiatry to expedite her referral. She was seen 
by psychiatry and referred to Family Service. . . . Her last preg- 
nancy was particularly stormy and she wanted to abort the fetus. 
She reports that physicians felt she was carrying a stillborn and 
then discovered fetus was viable and too late to abort. Mrs. 
McShane worried throughout her pregnancy and is still worried 
that her baby may be abnormal. In addition she did not want 
this baby. The baby’s father and she have had a very problematic 
relationship. . . . 


The social service notes continued: 


She was raised in a “cruel” foster home until age 12 at which 
time she went to live with her natural father for two years. Both 
her foster parents and her natural father beat her. She describes 
herself as having been abused as a child. Her father has a drinking 
Problem. . . . It is apparent to me that this patient’s current 
admission might have cae avoided if her need for psychiatric 
hospitalization had been realized when she was initially seen in 
€ emergency room. 


ap from psychiatry is included: ‘Patient was beaten up by boyfriend 

__ © in jail. . . . She is requesting admission to a psychiatric ward 

any hospital.” However, the next day, Mrs. McShane was discharged 
With a cane and follow-up by visiting nurses. 

. “8, Mrs. McShane was pregnant again and on three occasions 

in. With bruises. After the first reported trauma, she was given 

alled 4 * to help her sleep; after the second, Darvon for pain. She had 

es04 Police, had moved in with her sister, and was “very de- 

’ ,, Shortly after the delivery, the visiting nurse reported that 

NOt er co mn olainec of fatigue, she was “managing well with 

care of the other children.” 


j 
} 
1 


SS 
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. itten by her boyfriend in early 1979, \y,, 
After being sté ‘<iflin and Percodan. | 
ven onus phone call was received by social 
ber “a en McShane and her boyfriend were abusing 
nee a ont of the medical records revealed several possible 
rev 


the children. Al 5 to the children and chronic wife battering. In an 
suspicious okie McShane, however, the social worker concluded: 
interview W! ; 


abbed and b 


t abuse the children. (They were present 
ne ee aaisonrned good.) Her lover had beaten her on 
_ eral occasions but has recently discontinued abusing her after 
‘he stabbed him. She does not seem to believe that past episodes 
of battering are matters of current concern. 


Two days after this investigation for possible child abuse, her boy- 
friend, whom she had left, beat her with a pipe. She defended herself 
by throwing hot water at him. Her physical appearance was described 
as “appalling.” She was diagnosed a “battered woman,” referred to 
social services, and her injuries were photographed by the police. 
Nevertheless, she was refused admission to the hospital because “there 
are no medical complications.” In contrast, her boyfriend was admitted 
“because there is no one at home to care for him.” In further contrast, 
Mrs. McShane was arrested. 

A year later, she presented four months’ pregnant, after her boyfriend 


(of seven years) beat her with a hose. T ated ‘bi 
. te describing 
the incident reads in part: e. The psychiatric note 


Patient and her bo 
hysical violence ¢ 


Oward each oth ] i times in 
ospitalizatio er resulting at various tim 
into a fight, 4 for trauma. Yes 


oyfrien 
window, Pia d stated ¢ 


Patient and boyf, 
the boyfriend peed continued to fight. Patient threw a brick at 


During her 
; Stay at 
Social worker reported ste mental hospital, the boyfriend die 


d, The 
er life has been involved with a boY 


friend 


<i 


d inflicted very harsh, extensive physical abuse on her. She is 


ha : : 
aa withdrawn with a history of depression and suicidal ideation.” 
p 4 
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Case Analysis 


Mrs. McShane entered our caseload in 1981, almost four years to 
the day after her first hospital visit for trauma due to abuse. She had 
iyst delivered her sixth child. The child was identified as at risk for 
abuse “because of the long history of physical abuse of the mother.” 
For the same Sx ‘oe “of astim “the other sibs are in foster 
homes.” The social worker in the women’s clinic detects no sign of 
current abuse, but does remark that Mrs. McShane has a Sede: 
condition” and that, a year previously, she was referred to a hospital- 
based battered women’s group, but failed to keep her appointments. 
Her ae oie i. the earlier observation that she is passive, 
withdrawn, and describes herself as depressed. 

“a el Mrs. McShane wisoeits a classic profile of progressive 
psychiatric deterioration brought on by a multiproblem childhood char- 
I icin atfering from the dal touma’of valence ond 
institutional victimization helps us appreciate the “iatrogenic” (hospital- 
induced) basis for her problems. 

Velie Mrs, McShane is no longer in an abusive relationship, she 
dial sia in the psychological status constructed around her 
een ouia The first step to relieving this status is to determine 

Rls a, which her post-traumatic responses are rooted in past 
. a =e in help seeking. The relative sympathy Mrs. McShane 
=. n her abuse was first recognized contrasts markedly with 

ks, ¢ and impersonal reception just five years later. How hard 

ke Psychiatry and social service to see that this “depressed” and 
gam woman, who appears passive and withdrawn, is the 
‘eins ad mother whose persistent and courageous effort to get 
Mrs, ce so admirable and to understand that those who now 
fhe ne we contributed to her transformation from abused 
a m, 
.vccumulation of one woman’s pain and suffering in med- 
nce is startling. The boyfriend is “brutal.” Mrs. McShane 
€d with problems,” frequent and severe injuries, multiple 
children placed at risk by the boyfriend's violence. 
3¢ obvious and uncontroversial qualities of Mrs. 
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ce as a pathetic victim of battering is as myc) 
he way in which her experience is construge. 
ic. Unlike Mrs. Smith, Mrs. McShane is seen as a batteres 
” Nevertheless, like Mrs. Smith, the way she iS SEEN SO Obscures 
her situation that the violence (“beat up by boyfriend ) appears par 
of her condition rather than as a discrete act(s) for which someone els, 
js responsible, To bring the violence back into the foreground, he; 
experience must be viewed through the prism of her struggle fo; 
autonomy. So long as she is known as helpless, she cannot be helped 

A number of factors enter this complicated case. We see classic 
indicators of battering, including multiple, frequent, and centrally located 
injuries of varying severity, injury during pregnancy, multiple unwanted 
births, building anxiety around medical visits, suicidal ideation, and 
increasing “silence” in the face of medical indifference. Early medica! 
visits are characterized by neglect. For instance, a note that she was 
injured after being “hit by fists” is only meant to determine what sort 
tea Sc. not to identify who wielded “the fists.” Her 
share inte et vase a. to physical abuse and some effort is 
nore etatets ‘i resources. Still, the overall medical response 

y e outcome would have been the same even had 


a battered ' 
pte at hag s shelter existed in the community in 1977, as i 


Mrs. 
McShane consistently cares for and is concerned about her 


children, 

orn rte a et sy a that she is allegedly “overwhelmed with 

“managing well with bab of her fourth child she is found to & 
y care and care of the other children.” He’ 


investigation for chil 
and to have a ela abuse a year later finds her “reliable,” nonabusiv® 


the record RO ten Acs eegia with the chidren. Why, then, does 
abuse-related injuries just ma child abuse’”’ when she presents with 
ramncularly intense “fight,” pr days after this investigation? During * 
a nate But this is motivated net tyes Comporarily remove 

w the baby out Not by the unsubstantiated claim th" 


ppearan 


etrated, Her a 
or use of t 


woman. 


Major th 3 

the alt er eae fe: She Is pis for he 8 

= Povitiend abuses the emphasize. — She is held “responsible” ¥"*’ 
ah eat MAA othine te done to sanction 
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_ And although her subjectivity as a mother is repeatedly 

edged, no thought is given to her capacity to select relevant 
options for herself. The boyfriend, not Mrs. McShane, is admitted to 
the pospital. She 1s arrested, not he. She is sent home with both hands 
pandaged to provide child care (her work). But he is hospitalized with 
relatively minor problems “because there is no one at home to care 
for him.” Racial prejudice is also a factor, particularly in the referrals 
to family services (rather than at the more prestigious community mental 
health center) and the repeated implication that violence may be ‘‘nor- 
mal” for such women. 

The clinical response directly contributes to her passivity, her mount- 
ing rage, and any growing resentment Mrs. McShane feels toward her 
children. As isolated injuries mount despite symptomatic treatment, 
dinicians project their failings onto Mrs. McShane and then treat them 
as hers. Again, a response that begins with pain medication and minor 
tranquilizers proceeds through stereotypic labels and punitive interven- 
tions, including removal of her children. She attempts to abort her 
fourth pregnancy, but her physician tells her the baby has died in utero. 
When the mistake is revealed too late to abort, her appropriate anxiety 
that the baby may be “abnormal’’ due to arrested growth and beatings 
during pregnancy and the fact that “she did not want this child” (again 
appropriate given the beatings) are presented as internal evidence that 
she needs psychiatric hospitalization. On another occasion, when she 
extends a request to be placed in the community mental health center 
to “any hospital,” she is denied the treatment and security hospitali- 

_ ‘ation might afford. In addition to repeatedly demanding psychiatric 
__ Cate, leaving her boyfriend, calling the police, moving in with her sister, 
__ Managing the care of five children, she fights against, stabs, and finally 


= her boyfriend. Yet she is seen—and treated—as lacking all capacity 

ta ve, 

We meet Mrs, McShane “overwhelmed” with multiple problems, 

anny the direct consequence of ongoing abuse, entrapment, and in- 

4. onal neglect. But these problems are portrayed (and experienced) 
‘the context that makes abuse inevitable and explains her alleged 
‘Onality deficits 


third visit to the hospital, Mrs. McShane is referred to psy- 
/- For whatever reason, the psychiatrist refers Mrs. McShane to 
Sunseling and then sends her home. When she returns “with 
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; i thumb. Althouo! 
verely oy ses ete ites no ote “ 
: her se thetic, her sntion 
friend beat N€t +4 and sympa J 
vel social wor “ ee presentation as “nervous” and the 
ini ries, ists e vl 
jon. 
“postpartum Ea: McShane “feels too nervous to go 
0 ng her there effectively decontextualizes 


a d ; later, nervousnes 

home” from the a" boyfriend several years , S 
s her boyiri 

a a av aoe. condition,” an independent problem that 

has evolv 


iend’ . And this condition reflects 
continues even after the boyfriend — Se esesteasion,” This pri 
‘no psychiatric problem, postpar 
a, ted by her “worries throughout her 
mary diagnosis is further suppor ed by . : 
e ancy” that her child will be malformed, worries that are partly 
faeasenke and partly reflect the situation at home. By referring to her 
last pregnancy euphemistically as “stormy,” the social worker . 
troduces physical abuse as a mere background factor for the real problem, 
the depression. Allegedly, a “stormy” relationship during the previous 
pregnancy evokes fears about the newborn's safety during this one 
because the depression is chronic. 3 
In the context of her depression, the violence becomes a “problematic 
relationship” with the boyfriend. Then, this difficulty in relating, like 
the underlying depression, is explained by the patient’s history. A broken 
home, cruel foster care, a natural father who first rejected her and then 
beat her, and paternal alcoholism have all conspired to evoke her 
current difficulties. Indeed, the picture that emerges from this history 


of a multiproblem family is 
' so com : f Mrs. 
McShane’s existential ridion plex that the main feature 0 


“nerves” ment, the determining feature of het 

ne 
Seg haha dena the only feature about which Bhithing substantial 
abandonment, and attering—is concealed. Alongside childhood abuse 
cone temal alcoholism, her “problematic” relation with 


gic but natural, the virtually inevitable culm 


bya Previous | this, she refus her current predicament, making : 
is offered to Ho sig On past events. When abust 
her current beatings, she insis 
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gst abuse is “not a matter of current concern.” Although the 
ital will not even deal with her immediate problem, her reluctance 
ae al with her past is presented to show she lacks credibility as a 
ae to her own experience. 
aes. McShane’s survival: efforts border on the heroic, She fights her 
poyfriend, talks about her problem, with anyone who will listen, defends 
her children, stabs her assailant twice, throws him out, separates; moves 
in with her sister, and calls the police. The label of “depression” sticks, 
however, and combines with other aspects of the treatment process to 
help make Mrs. McShane the “victim of circumstances” she is supposed 
to have been from the start. 

When we meet Mrs. McShane, the opacity of her social situation to 
her helpers has been transferred to her. It is she, not her clinicians, 
who fails to recognize what is real. She is unresponsive, not the 
institution. Where once she was sent home almost mummified (‘with 
both hands splinted’’), where she was refused a bed although her 
injuries were “appalling,” it is Mrs. McShane who is now described as 
“passive and withdrawn,” not the hospital. The woman whose abuse 
was lost in a maze of clinical jargon (literally overwhelmed by diagnoses) 
comes to us “overwhelmed” with problems, a stereotypic victim of 
battering. 

However, even with her confidence and autonomy undermined, her 
behavior remains strategic, particulary vis-a-vis the threat at home. With 
her options foreclosed, she kills her boyfriend, then claims to be ‘’con- 
fused” about what happened, a mental state fully consistent with her 

hetvous condition.” Now, she is given the psychiatric hospitalization — 
she has sought. Her abuse is done and she bears the sixth child without 

of reprisal from her lover. Still, just four years since she appeared 
atthe hospital, she has lost five children, inherited a nervous condition, 
a murder case pending in superior court. 


that P 


TOWARD A posit 
IVE THERAPY: RESTORING 
PERSONAL 


POWER 

'¢ Goals: Autonomy and Empowerment 

ane, onal victimization combines with interpersonal violence to 
noth." Petsistent, assertive women into “helpless victims” for whom 


be done.” Our therapuetic goal is to restore autonomy, 
a sense of apirabanese flexibility, and self-pos- 
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interest 1n both interpersonal ang 


define one’s self- 
fficient to hoices about present behavio, 


and make significant ¢ 


‘ai, 
A BN tarocek (1986) point out, as a psychological 


er other important therapeutic prin. 
oal autonomy may aps le the Sien’s welfare by getting 
ciple, “beneficence, ae + “healthy” choice. To a degree, all therapeutic 
her to make Sis Sitios of supporting independence through a 
SNS 5 But this beneficence must be carefully managed 
oe who alternately feign dependence (as a means of survival), 
fear it (because it has put them at risk), and experience it as the 
antithesis of genuine integrity. Nothing feels more like failure than 
when an abused woman returns to—or refuses to leave—a violent 
relationship. But in trying to rescue such women, we inevitably reinforce 
their sense of not being able to do for themselves. When benign 
paternalism fails, therapists often behave like rejected lovers and may 
identify with the assailant’s anger. 

But autonomy is a transactional rather than an exclusively individual 
Pen Independence and separateness are functions of situations 
ean Ep eeuires for genuine self-development. A 
One Soran ag ee in ependent choices depends on how authority 

nd her. Accordingly, treatment must extend to the 


realignment and exerci - 
snail. ercise of power in the home and helping environ- 


gession SU 
ublic contexts 
and future cours 
As Hare-Mustin an 


As a social goal, auto 
; nom 
Personal and professional | 
Oo 
the abstract than in oe 
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i 
Ncreasing the clic ~ atriers to h 
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The Therapist a i 
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ting the pual Trauma of Woman Battering i 
Trea 


a] power in which battering develops, and therapy (or support 
Caettt dual autonomy) to help the woman take full advantage of her 
Ss Shelters help women regain much of their strength and con- 
race because, in addition to offering personal support against abuse, 
«é yesituate women politically vis-a-vis the helping services. Post- 

aumatic therapy evokes a parallel process that works best in com- 
munity-based facilities with ongoing liaison to shelters, courts, police, 
and health services. One difference is that where shelters depend on 
collectivity and mutual recognition, the therapist mines the substructure 
of a woman’s battering experience to recover a more individualized 
sense of possibility. The convergence of mutual support with individual 
autonomy is what we mean by empowerment. 

Within the context of the shelter, strengthening a woman’s bonds to 
other women in similar circumstances becomes an effective way to elicit 
resources from the helping system. But most abused women do not 
enter shelters, and even those who do must return to the world they 
have temporarily left. One way to sustain the dual nature of empow- 
ement while avoiding some of the pitfalls of individual advocacy is 
to simulate (or extend) the shelter experience by opening up a similarly 
supportive political space either within a woman’s network of friends, 
family, and kin and/or through peer groups of abused women in clinics, 
hospitals, private practice, or community-based organizations. Psycho- 
logical and social isolation are both cause and consequence of abuse 
and institutional victimization. Yet the abused woman’s experience is 
c eae of more generic female experiences in particular 
tema towns, ethnic groups, or extended-kin networks. Social 

Phu - ness will Not correct an inappropriate professional response. 
illful network intervention which mobilizes indigenous female 


ete in the face of anticipated violence, negotiates alignments with 
linking ve males, and establishes formal communication mechanisms 
| SS, the most vulnerable to the most supportive can create a milieu 


_____* autonomy and caretaking are mutually reinforcing. 


SN8 Institutional Victimization 


“ Cooper (1971) describes the basic problem in psychotherapy 

1 win, WY® depopulation,” helping the vast family that patients 
“em to “leave the room.” In post-traumatic therapy with 
ting, the bits and fragments of institutional maltreatment 
in the patient’s psyche over the years must be 
ystunct relation to caretaking can develop. 
is a story that must be told and 


PSTUNCTION. 
wee 
we a 


- oath 
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yjous trauma (the trauma history) is the 
identification, and assessment. Equally 


a atitiitional care. Just as we must hel 
: istory of institutiona ; ; help 
important . re premataniced differentiate their own stories from those 
Hehe oa ies projected onto them by significant others who threaten 
pe anatibbld love, so is the history of help seeking elicited from abused 
0 , 


Ip them differentiate appropriate help-seeking behavior 


men to he 
Fai the multiple interpretations that have been driven home through 


the withholding of resources by professionals. In some sense, the history 
of help seeking serves as counterpoint to the trauma history, helping 
the woman to recover a sense of self she can recognize as uniquely 
hers, a bounded and credible entity that has carried her purposes into 
the world even at those moments when she was most oppressed. 
One of the more insidious effects of the helping experience is to 
convince women they are unable to help themselves. Assisting women 
in recognizing their initiative and supporting their anger at inappropriate 
institutional responses are essential. However, if they lack direct ex- 
perience with the social services, middle-class therapists may be naive 
about their responsiveness and, as a result, disbelieve a client’s account 
or cates her reluctance not to seek further help. 
orothy Rapp is a New Jersey housewife acquitted for killing her 


husband because of batterin 
* e £: Mrs. Ra e t | ce, 
neighbors, family, and doctors (PBS, 1985), peatedly turned to poll 


ating a history of pre 
heard, Elie nt screening, 


frst step in patie 


M : H a“ 
po ni he Beles, ‘Well can’t you take me somewhere?” 
0. I said, “Can’t you arrest him because he’s 


hurting me?” a Sarr 
a complaint,” nd they said, Only if you come down and sign 


Interviewer: ‘ 
abled Aaah if she has internalized the expectation that 
Mrs. Rapp: No, Beir i And you didn’t want to do that? 
complaint... . had done it before, I had signed 4 


By contrast, cli 
take for granted 


Margins,” si 
, e fi 

° informal sources of suppo't § 
ts to get help give way to . 
ough the desire for independen™ 
a8 a stubborn refusal to yield 


re survival. Alth 
atively, 


- 
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qrea 
: He put the shotgun right there [gesturing to her head] 
Ms ad, “Im going to do it.” I said [lifting her head chal- 
iengingly], “Go ahead. What are you waiting for?” 
interviewer: Did you mean that? 
mrs. Rapp: You bet I did. 


Though a listener senses the element of resistance, Mrs. Rapp is confused 
about who is responsible for the abuse. She interprets her story as a 
tale of failure and dependence. Later in the evening, her husband goes 
outside, promising to shoot her when he returns. 


Mrs. Rapp: 1 lay there thinking, “I deserve this because I’m bad. 
_,.1 mean he kept telling me I’m bad.” 


And, later, as if she has forgotten her years of frustrated help 

seeking: 

Mrs. Rapp: 1 thought I deserved it. So I didn’t do anything to get 
help. I guess I really loved him. 


Mrs. Rapp’s decision to kill her husband might be interpreted as an 
“instinct for survival.” The traumatization framework, in contrast, locates 
her “outburst” on a logical continuum with her persistent (and frus- 
trated) help seeking and her stubborn resistance and approaches her 
apparent dependence as ambivalence toward her underlying anger and 
assertiveness, rather than their negation. Counterposing Mrs. Rapp’s 
actual behavior (e,g., her persistent help seeking) to her negative self- 

% image highlights the “gap” created by victimization and builds on the 
me core of autonomous behavior without minimizing victimization 
_ nd vulnerability, 


‘ee 
ral 


ing the Politics of Personal Independence 


som; vormally difficult task of disentangling the effects of violence 
 istitutional victimization are compounded if the therapist is un- 
table with female autonomy. The persistence and stubbornness 
e rooted in the politics 


Mrs, McShane and Dorothy Rapp ar 
ndependence, Even in the most unequal, pitifully traditional 
ed relationships, battered women experience abuse and 
ization as part of a gender-based struggle over per- 


| situational control. 
tisks and terms of conflict are explicitly calculated. 
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Z inte downplays this aspect. In fact, however, Peealy engage 

challesige to her husband illustrates, abused women a. Be eres 

their assailants, seek to control their situations even u BE co have 

constraints, are often quite direct about their needs, ms , The typical 

seen, are persistent and strategic in their help SEEKING. Seed ney 
battered woman is not a feminist in any programmatic sen 
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ear allegiance to a traditional role. Nevertheless, she 
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qroatits f 
ing of such behavior as betrayal severely constrains her mobility 
ner to increasingly bring her needs home and concentrate 
therwise be a diffuse quest for self-expression in an 
ive posture which alternates between demand, defiance, and 
aggress all acted out within and against the traditional gender role 
Pc demands. Uncomfortable with her aggressiveness but equally 
red by the loss of control implied by her autonomy, he tries to 
cove a status quo in which she agrees to only present him with 
. ona (or needs) he can solve. This implicit contract, in which 
Cole therapists often collude, is repeatedly broken by the myriad 
disappointments of everyday life—a china bowl given by his mother 
breaks, the baby cries, or the phone rings during sexual intercourse— 
ot by periodic violation of his pitiably narrow boundaries (‘I wanted 
her to push my button”). Requests that he recognize feelings other 
than anger or sex reawaken his sense of inadequacy and are quickly 
followed by dependence, fear of abandonment, and fury. 


Mrs. Rapp: 1 said, ‘“Gee isn’t that a beautiful blue sky and it’s so 
pretty today.” And he just hauled off and knocked every one 
of my teeth out. 


Behind his rigid character armor, a physically imposing abuser may 
imagine his body as tiny and distorted, a self-image that is linked to 
a tendency for batterers to minimize their violence and shirk respon- 
sibility for the pain they inflict. This pattern is also expressed in a 

Hyde syndrome where the assailant becomes overly solicitous 

a violent episode. Many victims appear tentative in their help- 
abe this so-called “honeymoon phase,” though this is less often 
ihance they are fooled than because they expect his patronizing dom- 
ae to be positively sanctioned by third parties, including friends 
- changing - Early intervention can often stop physical abuse. But 
the Sale man’s felt need for control is a long-term process, Yet to 
his fea... “OMAN, the issue is the man’s control over her, not over 


a : : Investment Two Approaches 


Used wy interaction with the abuser becomes isolated and enclosed, 
ior a May become invested in this “normal” pattern of male 
"iN, critical examination of this investment process must 
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we should puild on the limited control women - 
-a¢ in contexts that allow for little or no control. As the 
already oe evolves into entrapment, control at home, like 
abusive relationship system, is sought indirectly, through somatization 
control in the Sr enave fatigue) oF through externally submissive 
(e.g. Gee . dent behavior. Self-blame is commonly read as q 
passive, and “ 's helplessness. However, in battering relationships, 
ee a erg aking responsibility within a limited field 


a 3 ic, awa of t ° , A 
Sore raked the saline. It didn’t work. Next time I'll try something 


else.” When Dorothy Rapp thinks, “I deserve it,” she is really framing 
a set of tactical questions to herself that open a space for action. She 
considers whether she “deserves it”’ because ‘I’m bad (as her husband 
claims) or because she is passively waiting to be killed. Thus, it is 
through self-blame (control in the context of no control) that she acts 
decisively. 

Dependent behavior is also infused with aggressive content and 
strategic purpose. According to psychoanalytically oriented feminists, 
such as Chodorow, Dinnerstein, or Gilligan, women’s character structure 
leads them to make sense out of violence by incorporating it into their 
larger interpretation of the world. According to ‘dependency theory,” 
gi are taught to get their dependency needs met through care- 
rea bf sano bidgeel of passive dependency have a protective and 
ng function for significant others. The therapist may 


emphasize th ‘ rape 
lestalte for et Aes But the victim feels a compulsion to be 


man and becomes j ted in hi om- 
pensatory behavio nvested in his overc 
fot hen, t because it reveals his need for caretaking (and so 


where possible, 


We cannot resolve 
th : 
zation” of violence b © question of whether the apparent “normali- 


tment, inte ] violence, 
ence— rpersona 

to highlight gay traumatization framework proposes: 

en behi a impulse toward personal power and 

33 ence, ee es appears to be a self-destruct 

within are disall woman’s efforts at supplementin 

stescivencege tet of nieMoy © is forced to seek her independence 

anger she ae feeling is “Syed dependence, infusing it with 48 

women “sietra ind, her assaila fo disentangle from the mounting 
both to the violence. (2nd her hel Often, abus 

Overt acts of —correct] pers). ! se 
independence «1 iP our view—as a respo" 

and to the impulse toward in 
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dence concealed beneath a pseudodependent posture. At first, it 
i strange OF self-effacing to hear a woman we regard as overly 
oad nal suggest, “I deserved it.” However dysfunctional, the violence 
are become the only reminder she has of the impulse to autonomy 
aa has been quashed by men she regards as emotionally limited. 
a endency theory relies on the adherence of victims to traditional 
ale roles and values. Oddly, among abused women, dependence 
(her underfunctioning) takes on an almost stylized quality behind which 
, woman has often become increasingly self-sufficient, less respectful 
af conventional roles, and, as a result, open to personal change. The 
price she pays is enormous by any standards. But it is a price we must 
spect. 
A situations where dependency theory is applicable, the therapist 
works to change the conception of a family system so that the woman 
no longer feels compelled to underfunction in order to support the 
pseudofunctioning of the male. But for the many women for whom a 
strategic conception seems more appropriate, the task is to elicit elements 
in the rationalization of the violence which express an aggressive per- 
sonality development process. The key here is to distinguish between 
the passive-dependent behavior that women frequently display, if not 
cultivate, and the actual level of autonomy and differentiation of self 
that they have achieved beneath, through, and despite this display. 
The strategic substructure of a victim’s behavior is not always easy 
10 elicit, As victim’s internalize the punitive response to their self- 
elopment, they become ambivalent and confused about autonomy 
and may even, though only under the harshest of circumstances, identify 
their Power through the violence rather than with the independent 
impulse to which it responds. Moreover, though giving up the violent 
P may be the therapist’s measure of success, the victim may 
: Conceive of her endurance and struggle as an important phase in her 
ae: lopment, “After all,” she may think in deciding whether to 
MAY feel ah ny Men would let me go even this far?” Whatever we 
ow “nny t her choice, if, instead of emphasizing her personal aims, 
tO tot) o1.°. ©*Perience on a continuum extending from dependence 
Dress; voation, we risk extending her ambivalence into a sustained 
ater! a, For many abused women, the psychological alternative to 
at dence is not dependence pure and simple but the “hom- 
with which Mrs. McShane, Dorothy Rapp, and Francine 
Out against their assailants. The subordination that results 
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tering is a contradictory process that must 
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The Victim-Therapist panes 
t be carefully attuned to the complex 
tic response MIE dence and autonomy, powe; 
‘ n presents of depen e Y, power 
rofile the abused woma lence toward conventional roles and a fear of 
and vulnerability, ambiva - ne reiterate, violence an B institutiona 
unishment if she achange i association of autonomy and 
nt establish an unconscious 
maltreatme ith disloyalty, betrayal, and loss. As a result, the 
personal sr aebind S he degree to which we choose to see her 
abuse victim repeatedly tests the deg : 
as dependent and dysfunctional or are comfortable with her competence 
and autonomy. The history of violence and institutional maltreatment 
makes battered women hypersensitive to subtle messages that they are 
“bad” (or “mad”) which undermine repeated explicit offers of support. 
The challenge is to admit an individual and interactive element in 
battering without blaming the abused woman, to recognize the seri- 
ousness of violence without compromising personal issues for family 
peace, and to establish a sense of current options while remaining 
respectful and emotionally unreactive to the woman’s choice to change 
or not to change her living situation. 


Letting the b a 
taking 8 € battered woman know she has done the right thing in 


her strategic capaci 


The therapeu 


feelings,” 
Ings,” most therapists still identify mor 


depressj 
MMvolves a co aly Patties oes and low self-esteem than with 


ear of strong. y among women, Another problem 


. w 
helpless) through “ereotype of — and a corresponding tendency 


- Lern exaggerated women should be (dependet 

the omnipotengs 4) Sees the emphasis on our Sacra role a 
telation Of the Projected st : 
© naternal reotype as a way to deva u 


her 
Ww an a 
hether we accent this8 the pation: 1p” inverting the therapist 
hn like a little girl. Regardless @ 
‘terpretation, the fact remains t at 
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ists typically value autonomy more highly than dependence or 
her ing—and as more healthy—while, at the same time, treating it 
a ewhat abnormal for a woman to be fiercely independent, to 

a strategically, or to seek separateness. The result is that the victim 
as in the same double-bind during treatment that she experiences 
ease. She will get approval only if she behaves in a relatively 
jysfunctional and ultimately unsatisfying way. 

Carmen (Hilberman) et al. (1984a) highlight a related issue. For 
disorders that are incongruent with society's idealized image of women, 
such as alcoholism and illicit drug abuse, women’s service needs have 
been hidden and ignored. We have shown that women who experience 
these disorders as sequelae of abuse are seen as “bad” as well as 
imad," hence not as credible victims deserving help. Bograd (1986) 
argues that the projection of a female stereotype in therapy is linked 
fo the use of quid pro quo behavioral contracts in which the husband 
promises to control his temper for his wife and she agrees to comply 
with some of his requests. As frequently, the couple agrees that the 
Violence must stop, and the woman accepts certain limits and supple- 
ments the relationship. Even if such contracts were not ethically suspect, 
the compulsive exclusivity that characterizes abusive relationships makes 
them untenable. In any case, as Bograd insists, separating the couple 
18 legitimate family therapy move and gives a powerful metastatement 
about responsibility, Whatever we may think of the incompatibility of 

Ndence with violence, no matter how pitiable a woman seems 

When she says, “I just want the violence to stop,” it is not our role 
help compromise her political goals. Physical safety is the prerogative 
_ <Very woman, not something for which she should have to bargain. 
a therapists are fully in touch with their own aggression and so 
fe Cube Supporting aggression in abused women. A common ten- 
 awon..° displace aggressive feelings before they surface, supporting 

ts “insight” that “I’m hurt, not angry,” for example, or “I’m 
nee ‘At you, I’m depressed at myself.” As serious, many therapists 

Center, d tterer’s inability to differentiate aggression (which is need 

iy from hostility, anger, and violence (where the primary impulse 

,.¢) and mistakenly conclude that if a woman is aggressive, 
© fights” for what she wants in a way that infringes on 
then abuse is the result of “mutual combat.” Disclosing 

Y with aggressive feelings helps resolve some of this 


| woma n battering from the vantage of one issue 
fe: sion: ga impinges on, enters, and shapes 
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“is d that h 

t struggles for independence that have bee 
sah “pattering,” the subordination of women’, 
met by abusive assault end chological autonomy. The battered woma,, 
capacity for social SE cseieularly when intervention includes aq. 
can be ae ee sing the system. But ending battering is a politica] 
vocacy directe tails public recognition of the hazards to self and others 
ae Einpine normal male role. Once we have adequately Provided 
cL ces aa autonomy of women and others put at risk by violent 
ot ae on step is to close the gender gap that is currenty reflected 
_ paucity of alternatives for men as much as by the institutional 
victimization of women. 


violent relationships so 
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by a nurse 
ing interaction was observed | ixed 
ae: ue “ Bay who lived in an a, en i 
ee. Shean were Mrs. A., one daughter, FBioek away from 
cates 14-year-old son, was en route to a store _ araught 
the house. Suddenly the front door burst open. / 


5 ‘1 in the street: 
crying, said a gang of young men had jumped him in 
knife po 


. e him if he 
int they threatened to beat him, stab him, i handed ovet 
did not give them what they wanted. In great , E chrse pimsel! 
the bag of groceries he was carrying. He manage 
wrenching | 


Oose a pocket in his flight. 
As he blurted out 


, and sistet 
his story to his agitated mother, Bains - 
they encircled him and in unison began screeching Sar’ t you a 
oo boy, you retard, You never pay attention .. . dl 4 or dO r. 
= Ph YOU |. You blow » + + lucky they didn’t rape yo . that’s of 
come if happened’ Tie in you. You don’t pay attention : 
ae All 
the ; ingers 4 
via wide eyeg aed back and forth, pointing finge'> 5 pre 
famil and cryj ae 
+ y's reg Was startling, but more puzzling was the fact ° ing 
comment? anger, but rather deeply felt ae dvice ie 
ore tying to the that Jim could not follow all Sy mem? {0 
Somewhat, but ¢#, tim, The Outburst quieted the in ow 
nued blaming Jim and telling 
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Rap 
behave on the street. Eventually, they each recounted personal fright- 
ening moments and told Jim how their individual alertness had protected 
them. <a 

This example of a victim and his family reaction illustrates the complex 
social pattern of expected personal responsibility. This responsibility is 
to be understood as germane to coping and surviving in an unpredictable 
social environment. In the example, the family was unaware of their 
level of agitation and their hysterical excitement. For a moment in their 
imaginations, each was both the victim and the victimizer, They iden- 
tified with Jim, but identification was overshadowed by their blaming 
behavior. This phenomenon manifests itself in more sophisticated ways 
among the educated. Often in cases of sexual trauma involving rape, 
incest, and spouse abuse, the victims are told that they, to some degree, 
are responsible for being victims. This chapter presents clinical cases 
with the intent to prompt dialogue among clinicians regarding the issue 
of blame and victimization. 

In the United States rape affects the lives of thousands of people 
each year. The Uniform Crime Report indicates over a 100% increase 
in reported forcible rape cases between 1970 (over 37,000 cases) and 
1979 (over 75,000 cases). The Uniform Crime Report (U.S. Department 
of Justice, 1986) states there was a 3% increase in all offenses (p. 163). 
Forcible rapes, that is, carnal knowledge of a female, forcibly and against 
her will, were estimated in 1985 to be 87,340 or 36.6 forcible rapes 
per 100,000 population. This figure comprises 7% of the violent crime 
Volume and 1% of the Crime Index (p. 14). In addition to these estimates, 
there were 86,861 arrests for sex offenses (these exclude arrests for 
forcible rapes and prostitution) or 42.8 offenses per 100,000 population 

forthe year 1985 (p. 165). This later figure addresses, in part, the sexual 

_ “ploitation of people regardless of gender or age. 
@ are new findings on the subject of hidden rape. Mary Koss, 
g the incidence and prevalence of sexual aggression and victim- 
On college campuses, argues that because of the inadequacies 
hods used to measure sexual assault, national crime statistics, 
Victimization studies, and conviction or incarceration rates fail 
e true scope of rape. Studies that have avoided the eee 
ethods have revealed very high rates of overt rape and’ ‘esser 
aggression. However, the researchers continue smeaBng 
-: Sal cernp! eek limited generalizability. In Koss 
base a Experiences Survey was administered to a 
< nrolled in 32 institutions 


6,159 women and men e 
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e students were studied because they include " 
ee aged 18 to 94, the age group with the highess 
oo 'g reports of experiencing and men’s report, : 
risk of rape. ttempted rape, sexual coercion, and sexual contac 

erpetrating rape, AP" h the rates of prevalence since age 14 ,, 4 


during the previous year. The findings suppor 
5 of high rates of Eth AN and “Sh Wiis 
‘on among large normal populations such as college 
ches i venults challenge myths that acts of sexual aggression a 
heinous, but rare events. Instead, the potential for sexual aggression 
and victimization appears to be significant and real in the lives of 
young people. The results indicated that 15.4% of college women 
reported experiencing and 4.4% of college men reported perpetrating 
since the age of 14 an act that met strict legal definitions of rape. An 
additional 12.1% of women reported experiencing and 3.3% of college 
men reported perpetrating an act that met legal definitions of attempted 
rape. Thus, a total of 27.5% of college women were victims of rape or 
attempted rape and 7.7% of college men had perpetrated these sexually 
any ets acts. Virtually none of the rape victims or perpetrators had 
aes Mail a oF criminal justice system. Thus, these young people's 
reaction to sabe ei idden rape” and their response pattern as silent 
Historically, 


the realizati ‘ : ; 
sexual context on of rape as a violent act committed in @ 


signaled the beginning of national efforts to address the 


inher 


t i i Shy , 
the resurgence oe as this traumatic life event (Largen, 1985). Prior '0 


inated the _© Women’s movement, avoidance and silence dom 
Professional reacti igi 
the first efforts of femi Feactions to victims of rape. Given this patte™ 


inis , : 
awareness of oth elle groups and professionals were to 


ers that rape wa ich or by 
€rmore, “Or S a criminal act not desiree | 

ite, the cal victim was not responsible for the behavior 

tions or. The rapist was acting out of his own 


patterns ov 
response w 's Of beliefs, Previously, the act of rape and victim 


surrounding strongly link 

ed $ . e ‘ 
firt you wen 8&x tole attributes Sty discrimination and op Pr 
‘8 On the what you get.” Mu as to women, such as, us 
and intaey has been to ch of the recent reporting “a 
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as had both a negative and a positive consequence on investigation 
he phenomenon. The negative result is a bias against understanding 
ss prior characteristics of the victim and their influence on recove 
m rape because past efforts of psychological inquiry placed blame 
; the victim. The positive aspect of focusing on the event itself has 
given insight into the power of the event in disorganizing behavior 
and in the processes of reintegrating the realities of the event over 
time, In addition, the event and its reintegration are now more likely 
to be understood within a social context of the family, public, and 
udicial system. 
~ The feed for identifying variables and factors that influence recovery 
from rape is imperative. A descriptive database is being accumulated 
_ which indicates that people who have been raped do not necessarily 
return to a prerape level of psychological functioning, though there is 
turn to social role functioning (Burgess & Holmstrom, 1978; Ruch 
Leon, 1983; Sales, Baum, & Shore, 1984; Veronen & Kilpatrick, 1983). 
e findings occur among people who have and have not received 
ention and mental health services. 
chapter we use the clinical case method to address the impact 
overy from rape. We identify varied response patterns to 
we offer a scheme of phases for organizing and isolating variables 
might have a bearing on recovery. 


TREATMENT OF RAPE TRAUMA 
“ci le illustrates the sudden, overwhelming, 
unique to blitz rape attacks. Additional 

ction presents a framework of 


Post-T vaumatic Therapy and Victims of V 
md “lolen, 
( 


156 
own into the back seat and abg, 
ICted 


appeared. The woman was thr 
arking garage | | 

a te | t, the woman tried talking to the men TI 
mu UN 


-, the back sea 
While in ession (“Shut up, bitch”) and the we 


met with increased verbal ager | 
being jabbed into her ribs. The car subsequently stopped; the Miah 
n 


was blindfolded, forced out of the car, and locked in the trunk of 
car. The car continued and stopped several times over a one-to-, the 
hour period. Finally, the car stopped again. The victim was pulled Wo 
oved back into the car, where she was tate 

y 


of the trunk and sh 
raped orally and vaginally by both assailants. She was also forced 
a bottle. sini 


drink some type of liquor from 
The assailants then lectured the victim about keeping the car do 
ors 


locked as they were going to leave her in a “bad” 
s 
They ordered her to count to 10 and they left the ea it 
Agee calmed herself as best she could = a 
ooking for help. She was able to ask = 
ct and was led by another car to Be cepital ere 
: the hospital, the victim was seen by various staff 
po ce were called, and she gave a statem alge 
ee es ait boyfriend and her brother The b, Sa ae 
A 
nd took her back to his apartment. eee. fo the 


The phases are d 
efined by time: 

and stable factors ofthe ee tt phace includes dynani 
ovina phase includes th Eeand personality prior to the assault; 
pairs with the victim is aid and its characteristics, the rapists 
of udes the response of eh § survival strategies; the disclosure 
cognitively. and the SSN health care system, the octal network 

* ee reentectvely esa, system and how the rape !§ 
rience and th with the ia victim; and the postdisclosu'? 
Or integration of the rape exP™ 


State, and nig consequen 
’ la ces of i 
P. Nning fo the Se eure, organizing a symptom-free 


include prion tent Ate 

* Prior aS re 

Sats, Tere and ape Pre-trauma phase of a victim 
Mastery of mae Of pees of the victim and personality 

“nother Major «¢, event ae events on recovery is a comple* 
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ere are many difficulties in defining what is mea 
sraracteristics, as well as in measuring them. Of particular interest is 
discerning whether an individual has a particular trait (constellation) 
of cognitive processes for handling new and traumatic information. 


T nt by personality 


rraumatic Event Phase 

The critical factors of this phase are the circumstances of the rape, 
the type of rapist, the interaction between victim and offender, and the 
coping behaviors employed by the victim. 

Type of rape (Burgess & Holmstrom, 1979a) may be blitz or confi- 
dence, which suggests a motivational structure and operational plan of 
the rapist designed to overpower and disrupt the pyschological organi- 
zation of the victim, establishing either a complete state of helplessness 
or complicity. Blitz rape is an assault that occurs out of the blue and 
has a sudden, anonymous quality to it. The typical example of blitz 
tape occurs when a victim crosses the path of the predator who is 
looking for someone to capture and attack. The confidence-style assailant 
gains access to the victim under false pretenses by using deceit, then 
betrayal, and often violence. Characteristically, in this type of rape there 

_ 48 prior acquaintance between the victim and the assailant, however 
brief, The assailant may know the victim and thus already have de- 
veloped some kind of relationship with her, or he may establish a 
onthreatening interaction as a prelude to attack. The assailant may 
pt to offer protection or help, e.g., fixing a tire or offering a ride. 
elements of force, conning, and betrayal have specific meanings 
id may affect the rate and degree of recovery. 

Questions related to circumstances of the assault include: When and 
ere was the victim approached; why was the victim there and where 
€ assault occur; who was the assailant(s); was he of the same 
he a stranger, acquaintance, or relative of the victim? What 
1 occurred; what sexual, aggressive, and/or humiliating re- 
made; what did the victim say? What methods of control 
. the assault; were there threats, weapons, physical force? 
sexual acts were demanded and obtained; what additional 


e demanded? 


. predict future coping 
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; hases of the attack. some victims report an eq, 
in the various P or (“1 heard a noise in the kitchen and wen; ,, 
J 


ss , The coping task at this phase is to react quickly to the 


f attack—victims realize that 
t hase—threat of 4 ‘ thete 
In the nex ss and the coping task is to try to avoid th, 


le, stalling for time, talk; 
‘ous methods, for example, asa a ne, talking 
danger PS cunthe assailant, trying to change his mind, using flattery 
reasoning, ing helplessness, threatening the assailant, and joking 


ining, feign 
acne (Burgess & Holmstrom, 1976). 


—the attac ; 
Sa oll physical and psychological survival. Coping Strategies may 
be cognitive (mentally focusing attention ona specific thought, remaining 
calm, memorizing details, recalling advice, praying, concentrating); ver- 
bal or affective (talking, yelling, screaming, crying); physical (trying to 
avoid full sexual penetration or getting the assault over with as fast as 
possible). 

The last phase occurs immediately after the rape, and the coping 
task is to escape from the assailant and seek help. Victims cope by 
trying to alert others, bargaining for freedom, and physically freeing 
themselves from the scene and the assailant. 

Returning to the case example, the attack was blitz: sudden and with 
no prior warning. The victim was minding her own business trying 10 
find a parking space in a garage when she was abducted forcibly by 
two armed men. 
ats Aeon of the rape and kidnapping include the following 

were strangers and of a different race than the vici™ 


She was ask , 
forced to ane uestions of a racial and sexual nature and ¥* 


din f ictim was 
controlled 8rading references to herself. The vic 

confinement in’ og saliants, the use of a weapon, blindfold, 4" 
¥ sexual t trunk. The victim was forced to have oral af 


liquor, contact with both assailants and was forced t0 drin 


The victim 

’ Inchising ebb of coping strategies immediately after 
eco ‘i this increased Ng crying, and pleading with the assailan 
- After she w their verbal and physical aggression an ” cs 
ane ‘Ss of her ‘Ss Sa inside the car trunk, she concent 
and she (ewe: She ras had difficulty breathing and 1 nt 
- The Would be Sta that the liquor had been P 


immediately Was free of the SH 
' Sought ne assailants when they left the 
a and was directed to a hospital: 
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in completing an initial assessment, the clinicia 


ai n should 
focus O” how the victim felt and thought about al constantly 


| details of the rape. 
pisclosure Phase 


The disclosure phase is the period of time when the victim identifies 
perself or himself as a victim of rape and socially discloses the event. 
This can be initiated by the victim or others, such as the police or 
parent coming upon the assault or its aftermath. Important factors in 
this phase are the reactions of the health care system, the criminal 
justice system, and the victim’s social network. 

Clinical studies have stressed that the callousness of the various 
persons who come in contact with the victim can greatly compromise 
the victim, exacerbating symptoms. This point is noted in the case 
example. The following is the victim’s account of her experiences with 
hospital personnel and police. 


Iran into the hospital. I had an overwhelming fear that the sadistic 

one was still there or in the trunk. I wanted to be safe. I went 

up to the nurse and said I needed help and would she call the 
Police. . . . I had to take off my clothes and sit in a johnny for 

4 long time. I wanted someone there. A police officer came in 

_ and asked some cursory questions. I started feeling angry and he 
aot left. A nurse came in and asked about my bruises. . . . I thought 
there might have been poison in the liquor and asked them to 
test it. They said it was evidence and they couldn't touch it. I 
oe thought I could be dying and they will be sending the bottle to 
ihe lab. I got really angry. I had been there an hour and a half. 

; Put my pants on and went out to call my brother. . . . They 
“ad me talk to another police officer and that went OK. I got in 
mM argument with the hospital and they lectured me. Then I called 
7 and he was supportive. I called my boyfriend and that 
gO well. We had broken up the previous week and I wanted 
Meet me at the airport. He said he had to do some things 
ry to pick me up. Then my brother arrived and he was 


€ got out of the hospital. 


victim 
impact of the various people that the 
deat Sie is under great stress and how she 
‘assistance. She later learned that her boy- 


of a sound sleep at 4 AM.,, did not fully 
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e said she had been raped until she hung up and t,, 


realize that sh pe supportive to her on the telephone. 


was unable to 


Postdisclosure Phase 


Critical factors to be considered during the ee phase are 

crisis intervention and treatment; outcome of the criminal justice system, 
ictim’s recovery. 

i, oe Ee seable, a victim was notified by the police 
ies saga later that two suspects had been apprehended. These 
suspects admitted to the rape as well as other rapes and plea-bargained 
the charges. It was not necessary for the victim to return to the city 
for a criminal trial. She also had crisis counseling of several sessions 
and a series of 12 victim therapy sessions six months after the rape. 


DIAGNOSIS OF SEXUAL TRAUMA 


Although the official reporting agencies indicate an increase in rt 
ported rape, it should be remembered that not all victims will repot 
a sexual assault. Therefore, clinicians should be alert to situations in 
which the victim does report immediately and those in which there 's 
a delayed time period. Examples of rape trauma, both immediately 
reported and not immediately reported, are included in this section 


Rape Trauma: Immediate Reports 


The legal definiti ; ’ 
main issues generally Tape varies by statute from state to state. Th 


force or threat of fore dressed in all statutes include: lack of consent! 
in of the other. e, and sexual penetration by one person not 
Pe is de . 
Hilberman Sake thin a humanistic context by psychiatrist a 
Violation of the sate, (1976), who emphasizes rape as “the a 
nd most private st vert of homicide, with the invasion of one’s — 
ed Pace, as well as the loss of autonomy and ©" i 
© clini 
and a fais rape trauma describes a 
8 exhibited in varvyi by a 
: rying degrees bY 
victims of forcible rape develop 4 pat nes # 
described as rape trauma synd! is a 
NO or mild symptoms. This syndrom? 


cial 
clustering of biopsy ere is 
Moderate to "Pe. Most ict of 
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jeute reaction to an externally imposed situation 
Holmstrom, ere). . oe 

There is generally an immediate impact reaction. 
wide range of emotions in the hours and days follo 
hysical and emotional impact may be so intense ¢ 
shock and disbelief. . 

Two styles of emotion are often noted in victims: expressed and 
controlled, In the expressed style, the victim demonstrates such feelings 
as anger, fear, and anxiety. This style is noted by the victim being 
restless during an interview, becoming tense when certain questions 
are asked, crying or sobbing when describing specific acts of the as- 
sailant, and smiling in an anxious manner when certain issues are 
stated. In the controlled style, the feelings of the victim are masked or 
hidden, and a calm, composed, or subdued affect can be noted. 

An acute phase of the syndrome includes physical symptoms, es- 
pecially skeletal muscle tension, gastrointestinal irritability, and geni- 
tourinary disturbance. Marked disruption may be noted in eating and 
sleeping patterns, as well as a wide range of emotional reactions. 

The second phase of the syndrome—the reorganization phase—in- 
cludes increased motor activity. During this phase a search for security 
necessitates changes in telephone and place of residence. There may 
be an increased need and request for family and social network support. 
The development of fears and phobic reactions to the circumstances of 
the assault are common, as well as repeated frightening and disturbing 
nightmares, 

__ The trauma of the victim results from the confrontation with a life- 
threatening and highly stressful situation. The crisis that results when 
-* Person is raped is in the service of self-preservation. The victims 
_ cons to the impending threat to their lives is the nucleus around 
fn an adaptive pattern may be noted. 


al crisis (Burgess & 


Victims evidence a 
wing the rape. The 
hat the victim feels 


. traumatic Stress Disorder 


oh early conceptualizations of the stress response ee bo 
. nd & Scherl, 1970; Burgess & Eaten nt Bs 
1975), although not controlled, systematic stu - ) Pr = he 
sctiptive information and have prompted subseq eit te 
| large-scale studies have been conducted, — i ie : 
that are now yielding pesived a - ki 
"are si rn the os 

ioe ee. the DSM-IIl The four cardinal 


; follows: 
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* f significant magnitude t 
ust be of S18 9 evoke qj. 

1, The sates ymptorns in almost everyone. PTSD is define 

tings e eehat have a temporal and presumably ia 
m a ! 

Pe danahip to a stressor beyond human experience (Ochberp 
& Fojtik-Stroud, 1984). a 
The victim reexperiences the trauma, which 1s most frequently 

: videnced by recurrent and intrusive recollection of the event 
3 There is numbing OF responsiveness to or reduced involye. 

" ment with the environment. 

4. Two of the following symptoms are present that were not 
present prior to the rape: exaggerated startle response o 
hyperalertness, disturbance in sleep pattern, guilt about sur- 
viving or behavior during the rape, impairment of memory 
and/or power of concentration, avoidance of activities that 
arouse recollection, and increased symptoms to events that 
symbolize or resemble the traumatic event. 
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Returning to the case example, the following stress response pattern 
was noted. In the acute or disruptive phase, the victim experienced 
many symptoms. She had difficulty sleeping; she would wake up # 
night and experience an anxiety attack. Everytime she lay down, she 
kept recounting the events of the evening of the rape. She would g* 
Sei picture in her mind that created an enormous amount of feat 
Jo ae the presence of the rapists. She was unable to stay 
if the doors ne a tolerate the dark. She could drive in a ca! only 
television pro on ocked and the windows closed. She could not watch 
She had ditculty with violence or read her favorite mystery books 
was not pig . le haas 4 and although she returned to wom 
was bruised and eae a nstion at her pre-trauma level. Physically 
tasks, such as payin and her back ached. She did not attend to us!" 
slide,” g bills, and developed a tendency to met thing? 


The reorgani 
Rin teams wen eae had many symptoms. Although she “1 
she and drive to excel, She h there was a deterioration in wine 


traveled. She ad an intensification of sympto™ 


She qui | ta A et sleep in hotels or travel in the “a 
a job it her job after one sv eomets and developed new prey’ ing 
relationship shat — and relocated to another lei of he! 
intimacy her a marked change in the quality. of 
wore, Ai iy Tc opewtiend, There was a disruption 2 ig 

1 interest. In general, there waS 
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angement from others, a diminished interest 


; a and decline in 
ent of previously experienced activities, and an in 


joym ; creasing distrust 
or ole Her recovery was predicted to be prolonged, Her major 


gychological defense in coping with the victimization was dissociation 
('1 would take myself away in my mind when they raped me”), 


of est: 


INCEST AS A SILENT REACTION TO RAPE 
TRAUMA 


Incest-—taking advantage of a trusted family relationship—is a type 
of sexual victimization in which one person exerts pressure over another 
person of unequal status. In such cases, the person in the position of 
power uses sex to exploit someone with less power. These victimizations 
are often prolonged in duration and not reported; thus the term “silent 
reaction to rape” (Burgess & Holmstrom, 1974). 


Rape-Incest of 14 Years’ Duration: Silent Reaction 


A 20-year-old single woman was admitted to a psychiatric hospital 
with the chief complaint “I’m depressed and desperate. I’ve had thoughts 
of killing myself. There is no reason to live if things don’t get better.” 
Other symptoms included decreased appetite, 10-pound weight loss, 

ased energy, decreased concentration, a urinary tract infection, and 
sleep disturbance. She had multiple bruises over her extremities, trunk, 
face, head, and left eye. 
__The young woman had had an incestuous relationship with her father 
_ since early childhood. She could not remember the details of the early 
_ Suse but did remember events since age 15. Her father had been jailed 
assault and battery and was released from prison two weeks prior 
l€ patient’s hospital admission. The patient lived in an apartment 
"her father and was fearful he might hurt her if she tried to leave. 
the father’s release from prison, he had regularly sexually assaulted 
md had physically assaulted her three times. The patient ned a 
of drinking beer nightly and reported episodic use of Aes e, 
and marijuana. She had felt depressed since her as her s 

son and had active thoughts of overdosing or rl 


her suicida ts were secondary to her ne 
ot beca Sa istory of abuse by the father. 
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164 . was an alcoholic who phy; 
; atient’s father Physical] 
Family history’ Eiger. Her mother had a history of depressi,, 
peat his wife and cn mpt. The patient is the oldest child wir, 
two younger sisters. The youngest sist, 
“precious and charmin. 
‘hed by the father as SS hecan min 
aged a sass ou ie was described as living on the streg 

e ” e -. 
child. thers had alcohol problems. bilized th 

Both bro atient hospitalization stabilize the young woman, 


he aan able to make choices and decisions about he 
e re 


riately sad, anxious, and tearful when talkin 
ee i a eattiv ‘ Caenancy test depressed her, and Me 
aaned her father would find out. She decided to have an abortion, 
She did not receive many visits from her family and expressed sorrow 
around this. She began having abdominal cramping and vaginal bleed- 
ing, and a therapeutic abortion was completed two weeks after ad- 
mission. Following this she began expressing stronger feelings of hatred 
and anger toward her father. 

As she began to plan for discharge from the hospital, she talked 
more of pressing legal charges against her father and asked staff to 
assist her in going to the police department to follow through with 


oe sear a was visibly agitated and felt frightened of her 
retaliation. She needed staff ; ino charges. 
After the father was cha support while pressing charg 


secure rged with rape, the prosecutor decided 
teed a witness to provide testimony on the dynamics of rape 
activity was ON Seria defense strategy was to claim the sexu" 
enting adult), T he victim 
assessment prepared for the ite he following is part of the 
A review of this 
ou ; 
eine rape-incest oo 8 12-14-year history of _ 
child ishavior as noted in th e dynamics and consequences 
Negates through a trusted in clinical literature. Access to . 
the a Parental reg onsibiliy en: In this case, the fath® 
Of the chao daughte i ity of protecting his child and so 
: mtg has nto a sexualized relationship. Isolat!° 


accomp! 

Worked ut Of the isch a by the father sending the ee 
daughter in ot A.M. and thy to their bedrooms. The =a his 
tervene The eninge, ae [the father] sexually assaulte? ” 
. Sh, Ne Victim also rendered the mother impot? 
was remem were 
"other what the Called in ang coat ime when her parents Met 
Ne father did oo by the father to tel my 

* One said: “Father pulls down 
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ants and it scares me. Nothing more 
P ntinued the sexual abuse. was said and the father 


The incest activity included oral, 
father also wanted [the patient] to pipes anal sex. The 
the activity felt good. He called her degradi; orcing her to say 
couraged her to engage in homosexual pe ne. names and en- 
which she refused). ehavior with hitchhikers 

incest was maintai 
Biter of the Se eechole eae ra fear and intimidation of all 
continually. Police would arre t th omer was beaten and abused 
bail; charges would be dro ae : father; he would get out on 

The Seiee from the rt eg Bet ee behavior cycled. 
with [one’s] father; he said it was i es oo have Bex 
iihis daughters. He told {th s in the bible, the Noah did it 
Bee aihat todo, or what Le eel she should not let society 
is wrong about loving your d bi ght, and wrong. He said: “What 
his daughter to have 2 eats oe ma this way?” The father wanted 
stop the incest when she J ose When the daughter tried to 
eed her. was 16, the father increased his aggression 

There i 
incest, The Saraily, ens 8 Jag, Chea Se aviv ine 
this man i : : he behavior an the police know 
ete ts his family, but no one is able to stop the 
blocks it ycnologically, the daughter dissociates the incest; she 
ichter’ out and is amnesic for specific details. Much of the 
el 2 adolescent behavior of running away, early sex- 
motivated b relationships, and use of alcohol and drugs is 
Gaal aed e attempts to get away from the memory and 
the other child e father was brutal and hurt the daughter and 
ee vic ildren continually. The daughter believed, as many 
that c ak do, that the incest would eventually stop. The reality 
ange not sex, is motivating the behavior was realized when 

married a second time and the incest continued. 


tape. “ed of the psychiatric staff prompted the disclosure of the 
Was able ee ns that the father could be stopped if the patient 
Scalation of report it to officials. The daughter realized the father’s 
o ice violence was progressing to a life-and-death struggle. The 
ae red her father would kill her. He has taunted her saying, 
ak why a and tell the cops. It’s my word against yours. They will 
er. tha didn’t leave. And remember they can’t put me in jail 
se has had on the developing 

several ways: (1) 


that a 12-14-year sexual abu 
= young woman can be noted in 
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Vin 
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circumstances of the rape-incest; (2) no 
ct rape-trauma, and (3) citing the dynamics ® 
any SYMP" tg pehavior. The following factors are specific to this i 
the victimizer § 
nt of the victim. The rape-incest cont 

1, The length a et to - question of how such behavior en, 

S. is in the absolute terror that this man perpetrated oy 
hie ily (Carmen [Hilberman], Rieker, & Mills, 1984) 

The: threats, unpredictable violence, and power held by this man ove; 
his family cannot be underestimated. The attachment of the family to 
this man was through the fear of death if they did not comply. The 
daughter tried to tell her mother. If a child cannot go to another adult 
in her environment for protection, it stands to reason that she will not 
be able to walk out of that environment for help. Also, it is documented 
that the child protection agency had to intervene in this family and 
that the children were placed in foster homes at various times. 


2, Psychological defenses employed by the victim to survive the repeated 
sexual assault, The victim coped by several means: pleading with the 
father to stop; telling the father that he was hurting her; cooperating 
ech ie ahaha trauma; and psychologically dissociating herself during 
ia ais a se asked how she got through the incest, the victim 
Tianhe of aydream to a time when “things would be better 

ty of her anger at her father’s behavior was noted in he 


wish that he 
never a dead. Her rage was so great at her father that she 


wail he has te him again. She stated, “My insides are numb 10 
other defense | 

and after the CGI aad used was compartmentalization durin 
The power of the sh trying not to think about what was happen"® 
ek a ‘a pnentalization led to the naive belief that th ; 
New wife me drunk .- a father’s second marriage. In reality: oe 
father, > ‘hat she left a wedding night, physically assaulte’ 
: nd the daughter was again alone with 


3. Symptoms 

include » 4S a res] s¢ 

Tuption Had Swings a Of the post-traumatic stress disorder ve 

running away? nightmay depression, weight gains and 1085 p00! 
Otter Use of enuresis in adolescence and aa gex”” 

Mihor relationships TH, experimenting with drugs) 5 itt 

PEER R o : She * *Nere were difficulties in school, ne 
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gor grades and suspension (for which she was beaten with 


p 
father). Be 
a nother effect of the incest relationship is the victim’s low self- 


esteem, lack of confidence, and increasing feelings of self-destruction 


a belt by 


4, The father-victimizer's behavior. Our understanding of the father’s 

chopathology in entrapping his daughter in the incest comes from 
the daughter and the records. The father is described as violent, dom- 
neering, demanding, and manipulating. He has terrorized and intim- 
jdated the family for years. His manipulation and use of the children 
are noted in the incest and in an incident, resulting in incarceration, 
where he sent his oldest son out to steal a car, This man has a very 
powerful influence over the family, and one senses that his violence 
is transmitted through the family. The pattern of violence and abuse 
is ingrained; it is not controllable; it is unpredictable. 

The father tries every strategy to control this current charge of rape 
by his daughter. He writes his daughter letters from prison, telling her 
he hopes she feels like a “big shot” and that she is happy. He chides 
her to make a banner that says: “I put my father in jail.” He then tries 
another tactic and claims not to know why she is doing this and asks 
why is she lying. The father is very clever in his reality distortion and 
Projection. He asks: “How can you ruin my life like this?” However, 
the daughter's response is: “How could you have ruined my life as 
you did?’ 


_From a psychodynamic standpoint, the power and control balance in 
the family has dramatically shifted and the father is escalating in his 
Violence as he begins to lose his potency. His wife dies; he is unable 
1 manage a second marriage; his daughter gathers the strength and 
Port to stop the incest and report him to authorities. As his power 
control fail, one would expect the desperate escalation that has 
cumented. 
clinical standpoint, the victim is experiencing a chronic post- 
stress disorder in which the stressor is the rape-incest of 12 
on. She has ever-present intrusive thoughts and son 
there is a feeling of estrangement from others; ne as 
i there is a pervasive guardedness in polaiions em } 
the incest affects her life, the victim says, = - 
understand people; I don’t listen to people. I ar 
when I see myself doing what he does. y 
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Nee 
d of dealing with her internal feelings of he 
ith her father and his aggression, 9, i 
izes the aggression. She is aware of a 
ies of killing him (with poison) 
identification. ae an be like him. Her self-assertiveness is blocked 
does no o be identified with him. In therapy, or 
pecause she 5 aif and sort through the identification factors with he, 


rage ‘cida —she internal 


arents (Carmen 


She has blocking, difficulty with sequencing and temporal order, ang 


in the recollection of details. Part of this is a on adaptation to very 
violent traumatic events. The manifestation of symptoms is both 4 
protection and a defense. It has impaired her intellectual abilities, her 
mental energy, and her level of concentration. A school psychologist’s 
testing of her at age nine (grade 4 grade, which is when the incest 
began) reveals her having a much higher ability than her schoolwork 
indicated. She never had the energy to function at her full capacity, 
Her energies were drained in trying to balance the family conflict. 

At trial, the father pleaded guilty to the charge of rape. A copy of 
the evaluation report on his daughter was made part of his record to 
accompany him to prison. After the judge read part of the victim report 
prior to the sentencing, the father admitted his violence in his family 
and acknowledged that he was unable to control his behavior. 
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model that is a3 of treatment have been used with rape victims. A 


It was first use ghly successful in the acute phase is crisis interven?! 
1970s, and a 5 Y paraprofessionals at rape crisis centers in the eatly 
ost crisis counselin sl Abies framework was utilized (Large” ie 
oi he oN orts have followed, in modified form, this 9? 
Heche ig nee ve of the Aaa and advocacy assistance programm 
de aan teview the ea is to validate the crisis nature of the el 
on seal’: This focus § of the rape, and focus on issues 1%" 
Assisting On the ass : sa Api has! 
7 the person ault and its aftermath, with ¢P ing 
anxiety created \ to achieve n +fo-threate™” 
and seeking by the rape, by ; ve mastery over the life-th etwor 
Ea Self-enhancing se identifying a supportive social " io tt? 

ant | . ‘ays of solving problems relate 


dle Used to , Hor? 
¥ and cognitive-be bebo TAPE recovery include rai 


avior interventions. The Jattet 
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jonal-emotive therapy, cognitive therapy, hypnotherapy, 
ies, problem-solving therapies, self-instructiona] trai 
verona skills training, to name a few, Among these approaches a 
Biss theoretical differences. These theories bitise tr “I 


i m conditioning 
to cognitive information processing and social learning concepts. Inter. 


ventions and prescriptions are primarily directed toward interruption of 
the cognition-affect-behavior-consequences complex. Even though these 
theories and techniques are implemented in a variety of ways, there 
are basic assumptions about style and behavior change. 

With regard to style, interventions are usually active, time-limited, 
and fairly structured. We believe that behavior and feeling are largely 
determined by the way an individual perceives and constructs meaning 
of the world and self. The techniques are so designed to enhance the 
person's awareness and control over the cognitions and the behavior 
responses. 

Behavioral change is believed to be an outcome of interrelationships 
of the person’s cognitive structures (schemata, beliefs, programs), internal 
cognitive processes (automatic thoughts, internal dialogue, images, kin- 
esthetic experiences), internal states (moods, feelings, and their labeling), 
and external behaviors, which have interpersonal and intrapersonal 
consequences, feeding back to all the internal processes. 

Treatment models need to address the phases through which the 
Vicim moves in recovery. The assumption is that there is a general 
sttess-response pattern to the rape that occurs regardless of the past 
makeup of a person. The stress response requires cognitive reintegration. 

ne coping abilities of the individual, as well as the type of rape and 
circumstances and the coping methods employed to survive, bear heavily 

on the Victim’s recovery. The treatment model provides for interventions 

that are compatible with the person and her social support system at 
se, 

victims have either a past or current history of physical, psy- 

7 OF social difficulties along with the rape trauma. It is clear that 

men need careful assessment of both the rape and the prior 

8 for a comprehensive treatment plan. The following is a case 


coping-skills 
ning, and in- 


mse to Rape Trauma 
ear-ol i fter 
id black divorcée, was interviewed a year a 

eae acen maintenance man while asleep 


s. Jones described being awakened early on a 
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' straddled across her back and batte,,,. 
ning to ai pst pliers. He threatened to kill her jg i 
her head with a heavy d to get out from underneath him and Noted 
The man kept ae for a hammer, During 

her by forcing his fingers into her vagin,. 
the eos the assailant Pr ae hand into her vagina. Aa 
he also Fe stined the assailant was going to kill her through the 
ee truments being used against her head, face, and hands 
force of the Stet him successfully and he fled the apartment. Mrs, 
She fought aga p within the apartment complex and the police 


ught hel : 
e aH ia Re was taken to a hospital for medical attention. 


rywhere. 


Crisis Response by Time Phases 


Following any traumatic event, two major phases are noted: the 
period of disruption, which can last as little as a few days to as long 
as several weeks, and the ensuing period of reorganization. Mrs. Jones 
had many symptoms and physical problems from the extreme forceful 
injury to her head and hands. She had numerous stitches to her head 
and face; her ear needed repair; a thumbnail was detached—to name 
a few of the medical injuries. She had swelling, pain, numbness, and 
general soreness of her upper extremities and head area. During emer- 
a was shaved, which served to remind her 
happen azéin Shs a t. She was afraid to sleep for fear it would 
ey aa; er returned to the apartment. She startled easily, 
i 8 y sudden noise. She had mood swi d cried frequently 

en alone. She was terrified of Bee ane cre ate d 
was unable to work at a of men, had difficulty concentrating, 4" 

Previous capacity. 


Phase is the period of time needed for the victim 
recover to the d 


Y activities, Fears and upset f egree necessary to resume ae 
8€S were et from recurrin feelings, ° 
achieved continuing stresses, Th g thoughts, g 


rs, is phase of recovery had not bee" 
Sais and Sta within a one-year time pied. Nightmares 
© continued to es yen nh a man with no face attacking “ 

nightmares ; ek. 

, Parti 7 several times per We 
when ted with the Steed with the sound of aaah or what she 
experien ei ® of metal fell of pliers, For example, she was in 4 store 
With the tapi and she Screamed and flashed back t0 the 
hea Pist, Anoth an ashe ‘ofS 
a store 
and ears is so ey and the ' head 
Tequ 

aired Neurological consultation. 
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ghtened to ZO outside 


che has become increasingly agoraphobic, fri 
- e barricades herself in 


“4 io be with friends. Her sleep is limited. Sh 
wae bathroom, with her feet against the door so that she cannot be 
ken by surprise and in her sleep if attacked again. 

prior to her assault, Mrs. Jones worked at two jobs, was dating, and 
had a boyfriend. Her work productivity so declined in the year following 
the rape that she was warned of possible severence from her work. 
When her boyfriend heard about the rape, he left, Saying that a former 
grifriend was taped and he couldn’t go through it again. Mrs. Jones 
qntinues to be fearful of men and has lost her confidence in being 
with them. 

She is angry and confused at times. She is suspicious and depressed. 
She believes that she left part of herself in the apartment where the 
attack occurred. She does not feel she deserved what happened to her, 
that she was in a place she felt to be safe. She has developed keloids 
fom the injuries, and the daily combing of her hair is a constant 
reminder of the rape when the comb hits the large scars on her head. 

in recalling the assault she is unaware of any pain. Her major source 
of support is her mother, who lives far away from her. She calls her 
mother frequently. Her manner is stoic and depressed. 

Mrs. Jones relates that the people at work were very helpful and 
Kind to her, as were the police. The interviewer was puzzled by the 
“tic demeanor and asked if she had prior victimizations. She responded 
i the affirmative, stating that her husband had raped and beaten her 
Suing the marriage. That was her reason for leaving her family and 


saan Valuating the impa ct of the rape from the data collected in one 
lew a year later, two major aes stand out. One.is the blitz 


its high degree of brutality. The victim awakened 
3 liethreatening sound of fer skull being crushed and realized ghee 
Bad to defend herself. auditory recall of that hollow sound is her 
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therapist terminated the .. Pox «th 
depression surrounding the assau Ebi Jones’ sto, 
covering from es kept the therapist from diagnosing post-traumati, 
ssfully KeP aliciting 2 prior history of victimization, Ho, 

nd from ain further corroborating her com 


as depression, a8 
dominant fie int aetty of this loss became more understandable 


e had been as 

when it was learned over a oe . ean Eetacaliens said 
her husband and the move and new ap emer 
change In tha “ intervening yariable—the particular life issue at the 
eye fe assault—interacts with the integration of the violence. It 
may well be that not only the brutality of the rape, but its interaction 
with prior or ongoing life issues, compounds the response and moves 
it to a chronic pattern. . 

Mrs. Jones believes herself deeply aggrieved: it shouldn’t have hap- 
pened, This is a powerful proposition, which may play a role in 
maintaining symptoms. 

Mrs, Jones dealt with a prior traumatic event by moving. This is not 
unusual and often works until the person again faces adversity and the 
avoidance defense is rendered inoperable. The nature of the assault 
thus mitigates against a primary mode of coping. Mrs. Jones is left 
flooded with anxiety-provoking recollections of the event. She attempts 
to cope with further avoidance maneuvers and defenses, suspiciousnes 
ieee eit to no avail. The nature of the assault, its parallel 

ault and betrayal, limited coping behaviors, and 4 social 


ae that also reacts with avoidance behaviors may all be importa 
ables in a chronic response. 


SUMMARY 


This review 


traumatic alten. on ® relationship of rape trauma syndrome and ail 
Tape-incest, and Sata to acute rape experiences, silent reaction’ ; 
ee four phases co sponse to rape trauma identifies key en 
Tan ans to understand to recovery. It is important for mental 


aoe holding ke historically strong professional bias ag i 
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Mae that clinici oe of the traumatic nature of 14P° red 
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0 is universal in human culture. It is generally con- 
logists to be the foundation of all kinship structures 
human social order. Though no single definition of 
among all peoples, virtually every known culture 
within the nuclear family, that is, between parents 

s and sisters. All cultures, including our own, 

900 with horror and dread. Breaches of the 

as crimes, but as desecrations of the 

place of human beings in the natural 

Og cultures associates 


alism, and witchcraft 
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re part of their intimate social world. Twenty-five percen, 
‘1 the Kinsey study reported a sexual encounter with 
e age 12. Six percent reported a sexual experience 
dult male relative, and 1% reported an incestuous relationship 

‘th a father OF stepfather (Kinsey et al., 1953). These findings have 
ist by other investigators in two large-scale ques. 
tionnaire surveys of college students (Landis, 1956; Finkelhor, 1978), 

There is reason to believe that these prevalence estimates may actually 
be low when applied to the entire population, since they are based 
almost entirely on the reports of white, urban, college-educated women. 
A more recent in-depth interview survey of a random sample of 930 
women in California indicates that 38% have had a childhood sexual 
contact with an adult, 16% with a relative, and 4.6% have been involved 
in father-daughter incest (Russell, 1984). 

Less information is available on the early sexual experiences of boys. 
Kinsey and his colleagues did not gather systematic data on sexual 
contacts between boys and adults, believing that such contacts occurred 
infrequently, but they did indicate that most such contacts were ho- 
canon (Kinsey et al., 1948), Landis (1956) and Finkelhor (1978) 
eat lve . well as female college students and reported somewhat 
icc results. In Finkelhor’s study, 8.6% of the men reported @ 

sexual encounter with an adult; in Landis’ the cor- 
responding figure was 30% , andis survey, 
. However, both surveys indicated that in 

cases where boys were abused - 
(85%) were male, Family men by adults, the majority of perpetrai0" 
of father-son ; y members were rarely implicated, and no cases 

Thus, the dita other-son incest were identified 

, a 4 . : 
follows the al After from general surveys indicate that incest 

victims are femal m of sex offenses, in which the majority ° 
mal €, and the ov : ie 

e. This patte erwhelming majority of perpetrator at 
Agia incest. In several lar ore clearly from studies of repo! 
ts years, the majority (94% ge-scale studies conducted over the Pl 
the attenti ) of cases of 14 3 hat came 
baie 4 on of mental health parent-child incest tha ~~ 
anowicz ia fathers and d th centers, child protective services m 

Only a me Maisch, 1979, a ters (Justice & Justice, 197% '" 
sida ute percenta + Weinberg, 1955). d 
are ever 8e of sexual dren a” 

more intima {eran encounters between chile! and 
less likely it inst’ ee the time of occurrence’ 
example, in R that the ia between perpetrator and victi™ fot 

evel “8 Survey i will be disclosed. Thus ave 
iE ), only 2% of the women who & 
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sary of sexual abuse by a family member indicated that the incidents 
el reported to the police. Reported incest cases, therefore, rep- 
oa a very small and probably skewed sample of the total. It is 
vonceivable that cases involving male children or female adults are 
underrepresented in both ease reports and general survey data. Never- 
theless, the considerable evidence available to date indicates that the 
incest taboo is quite commonly breached by fathers and very rarely by 
mothers, and that daughters are victims far more often than sons. 

There are no data associating a particularly high or low prevalence 
of incest with any social class, racial, or ethnic group. Poor and dis- 
organized families are heavily overrepresented among cases reported 
to public agencies, probably because they lack the resources to preserve 
secrecy. 


THE FAMILY CONSTELLATION 


Description of incestuous families derive from two sources: clinical 
reports of families in which incest was detected, and retrospective 
accounts given by daughters in later life, usually of families in which 
Sectecy was preserved. Clinical descriptions of incestuous families are 
usually based on direct observation of child victims and their mothers; 

Studies of incestuous fathers are understandably rare. Both victim 
and clinician sources repeatedly identify certain common features, on 
oo of which it is possible to construct the outlines of a “family 
| ; ae 
The theme most commonly repeated, and which ene op asaeac 
by ular belief, rent normality and conventiona 
S incestuous ig - st cases, “< family structure paprencnis a 
‘ological exaggeration of generally accepted patriarchal spe A 
~. Paternal dominance is socially accepted, the panels abu . 
paternal authority often goes unrecognized. Incestuous fat as = 
“hte ll respected in their communities. For example, in ashy yO 
ullary men convicted of incest, the fathers are described as anongly 
.. .. © maintain a facade of role aah aa - sp Lie 2 aes 
pS ” a 19 , pP- F 
1a he <a a their wives are aes 
io aa sega mic survival. Incestuous fathers 


late | sh aaa daughters. It is not unusual for 


Post-Traumatic Therapy and Victims of yj,),, 
178 
their mothers cannot drive a car, that y 
that they are not allowed to Pastticipate + 
e of their fathers’ jealousy and suspicion 
fathers often enforce their dominance in “4 


; f 40 women with _ 
through violence. In a survey © an inces, 
ond 2 f reported having witnessed their fathers beating thei, 


mothers or other children (Herman, 1981). The daughter singled oy; 

for the sexual relationship is usually spared the beatings; however, she 

understands clearly what might happen to her if she incurs her father’s 
easure. 

For these reasons, incestuous fathers are often described as ‘‘famil, 
tyrants” (Cormier et al., 1962; Maisch, 1972; Summit & Kryso, 1978) 
However, once the incest has been detected, they are unlikely to present 
themselves in this manner in a clinical interview. On the contrary, they 
commonly appear pathetic, meek, bewildered, and ingratiating (Walters 
1975). Because they are exquisitely sensitive to the realities of power 
they rarely attempt to intimidate anyone who has equal, or greater 
social status, such as an adult professional. Rather, they will attempt 
to gain the ; y , 

professional's sympathy and seek to deny, minimize, o 

rationalize their abusive behavior. Inexperienced professional in- 

ok the: faith . xpe pro essiona $ may in 

correctly conclude e father is a relatively powerless figure in the 
family and may even describe 

Most the family system as mother-dominated 

mothers in incestuous families, however, are not in any positio" 


to dominate . 
their husbands; often they can barely take care of themselves 


daughte 
ote has visitors, OT 


family never 


et (eS 


illness, e.g, schizophreni ; Maisch, 1972). Undiagnosed major mental 
or alcoholism, is frequently °” 
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incestuous fathers do not assume m 
vi wives are Bits ied>-rather, oop caretaking functions when 
female nurturance. The oldest daughter is a to continue to receive 
a “little mother” role, often assuming major sually deputized to take on 
ind child care (Herman & Hirschman ;  gercaege for housework 
vaufman et al., 1954; Lustig et al. 1966) =" Justice & Justice, 1979; 
tionship with the father often Biolves ni a a rd sexual rela- 
duties. xtension of her other 
Sexual estrangement of the 

factor in the genesis of incest. Sa iA ~ frequently cited as a 
and their wives indicates that most in Careful interviewing of offenders 
Bend with their wives as sage fathers continue to have 
Betecconfine their sexual acti ell as with their daughters; those 
choice (Groth, 1979). Furthermore Ivities to their children do so by 
Bitiiteeressive rather than ia - many cases, fulfillment of the 
tivation for the incest. Like other ee re the. primary mo- 
expression of a wish for power , crimes, incest may be seen as the 
BM eted psychological t and dominance. Cavallin (1966), who 
ME ccoct was a ee ests to convicted incest offenders, concluded 
Be daughter was select Sn of hostility to all women, and that 
Bi least ca i . the victim because she was perceived as 
frequently observed = = : retaliation. Similarly, alcoholism, though 
in the Be cinement on ° s oeecerg a manage 
@ frequently in father “ overt incest; problem drinking is reported 
‘and in the Socal s who are seductive but not overtly incestuous, 
Sure, many fathers oo Sesh (Herman & Hirschman, 1981). To be 
if bee : empt to excuse their behavior by attributing it to 
- Compelling “ga a careful interviewing again reveals that the 
: drink Siar «, antasy is present when the father is sober. He may 
esponsibility for as a “timeout” during which he can disclaim 
rat aad ray eae 1979). The actions, however, are 
The g planned. 
e time, For on of the incestuous father has been remarkably stable 
tective example, Gordon (1981) studied case reports from child 
h . in the late nineteenth and early twentieth centuries, 
op documented incest cases. Incestuous fathers were often 
a8 violent, but in contrast to those fathers reported for physical 
they were not under particularly severe social stress, did 
al abuse as a loss of control, and usually expressed 

‘urant concern for their daughters. Gordon 
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in having his way sexually. Incest was often coincident 
a Ha bratal, or other non-mutual sexual relations with Wives 
with coercive, ’ 


or adult lovers.” 
Diagnostically, it has been 
other than to note that most 0 


difficult to characterize incestuous fathers 
f those who have been directly observeg 

3 e of normal or above-average intelligence 
are not psychotic and ar ee tied ior ee 


; : d et al., 196 
(Cavallin, 1966; Gebhar ‘tlement to female service, and their 


The fathers’ attitude of entitle male 
inne to use coercion to obtain it from their wives and daughters, 


indicate a kind of circumscribed sociopathy, limited to the family and 
not ordinarily displayed in other social situations (Summit & Kryso, 
1978). Because paternal domination of the family is accepted and 
condoned, we lack a diagnostic category that recognizes this extreme 
paternal dominance as a form of psychopathology. About the best we 
can do is locate the fathers somewhere in the ill-defined range of 
personality disorders. In addition, the incestuous behavior, once estab- 
lished, has repetitive and compulsive aspects which liken it to an 
addiction. 


THE INCEST HISTORY 


ete usually begins when the child is between the ages 
<a os cases involving younger children, including infants, 
ypically eek = esate 1981; Russell, 1984), The sexual contact 
2 Sin th fondling and gradually proceeds to masturbation 

genital contact. Vaginal intercourse may not be attempted, at 


least un 

not be eset puberty. Physical violence or threats may 

usually sufficient to eis Overwhelming authority of the parent 
es a compulsi gain the child’s compliance. The sexual contact 

pulsive behavior for the father, whose need to preserve 


Sexual access to his da 
life. The sexual ao becomes the organizing principle of family 


only when the child ne Sually repeated in secrecy for years, ending 

Keeps the secret, fearing the resources to escape. The child vicl™ 

src Punished, or she on if she tells she will not be believed: an? 

baseian : troy the family (Herman, 1981; Sum" 

NS Secrecy are often represented i 

i TN be SR Sheri Makes mother will have a ne 
Nes i ~ expulsion from the family (“Y° 


terrifying to any child. In additio® 
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me cases positive inducements are offered to th 
in om of the incestuous relationship. The daughter 
ya 


fot special attention, privileges, or gifts and may 
0! 


€ child for contin- 
may be singled out 


aged in the process be 
sienated from mother and siblings, who are jealous of the “special’”’ 


gather-daughter relationship but unaware of the Overt sexual involve- 
ment. Usually the father employs some combination of violence, threats, 
and positive inducements. 

Clinicians frequently assert the belief that the mother is aware of 
and “complicit” in the sexual relationship (Kempe & Kempe, 1978), 
and cases have been documented in which this is undeniably true 
(Tormes, 1968). However, in retrospective reports, the majority of daugh- 
fers indicate that they never told their mothers (Herman, 1981; Luki- 
anowicz, 1972). Rather, they gave vague and indirect indications of 
distress and felt betrayed and disappointed when their mothers failed 
to recognize the nature of the problem. 

Distress symptoms frequently displayed by incestuously abused chil- 
dren include insomnia, nightmares, bedwetting, fearfulness, social with- 
drawal or misbehavior, and somatic complaints, particularly lower ab- 
dominal or pelvic pain (Adams-Tucker, 1982; Burgess & Holmstrom, 
1978a; De Francis, 1969; Sgroi, 1978). A few children may attempt to 
feenact the sexual encounters with younger playmates. These symptoms 
comprise a classic picture of post-traumatic stress disorder. 

As the child reaches adolescence, distress symptoms may heighten 

several reasons. First, the father may increase his sexual demands, 
attempting intercourse for the first time. This added intrusion, as well 
48 the risk of pregnancy, makes continuation of the incestuous rela- 
- tonship increasingly intolerable for the child. In addition, the normal 
Curse of the girl’s maturation, which at this stage of life includes 
"ased awareness of sexual norms and increased social involvement 
Peers, inevitably represents a threat to the maintenance of the 
* Secret. The father frequently responds to this threat with jealousy 

9 ON paranoia and may attempt to place severe restrictions on 
ter's social contacts. The result is an increase in eee sage 
ing symptoms of distress. Runaway attempts, su . 
Badalonol use, hysterical seizures, indiscriminate ee 
d early pregnancy are frequently seen in sees ee 
& Densen-Gerber, 1976; Goodwin, 1982; Herman, 


i tant and ns to escape 

becomes resistant and threatens : 
us relationship, the father may turn ae 

younger daughters. Repetition of the incest w: 
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r or with other available children (nieces, step 


common finding of numerous clinjc, 
children, grandchllaren a van 1981; Lukianowicz, 1972), On 1 
2 ae ‘ose virtually no clinical reports of cases in which ay, 
other hand, Siete sae spontaneously ended by the father’s initia- 
Shelia It seems reasonable to conclude that once an incestuous 
ene te begun the father will seek to perpetuate it, either with 
Seat , as long as he can. 
ee. nt Se anice of nbs incestuous family constellation 
Sr caive ot te usual incest history permits a tentative identifi. 
esi of high-risk situations. Father-daughter seat should “ suspected 
in any family that includes a violent or dom neering and suspicious 
father; a battered, chronically ill, or disabled mother; or a daughter 
who appears to have assumed major adult household responsibilities, 
Though the oldest daughter is particularly vulnerable, once ‘incest has 
been reported with one child, all other children to whom the father 
has intimate access should be considered at risk. Incest should also be 
suspected as a precipitant in the behavior of adolescent girls who present 
to an agency as runaways, “sex delinquents,” or with drug abuse or 
suicide attempts (Herman & Hirschman, 1981). 


more than one daughte 


IDENTIFICATION OF INCESTUOUS FAMILIES 


Effective intervention in incestuous families begins with identification 
of the problem. Given the prevalence of incest and other forms of child 
sexual abuse and the evidence of psychiatric morbidity, a strong ¢a5° 
can be: made-for including questions about sexual contacts between 


oe hae Sis ae routinely in all clinical evaluations.’ The 
a n n Bi 8 7] 
aak about tt: ‘en a history of incest is the clinician’s reluctance 


provokes strong emotional reactions, even amore 

eA tpl Denial, avoidance, and distancing are univers@ 
possibility a Sa may have particular difficulty considering 2 
backgrounds th in families of racial, ethnic, religious, “a 
different may by ar to their own, whereas families that are comfortaby) 
For a clinician whe Ly suspected, 
rifts idvtee — Sasi these countertransference reac 
questioning is often evffenne present unusual difficulties. Calm, © 
ing techniques hans Sufficient, For children, some specialized intervie 
a Bie Ber os developed; including the use of drawing® 


qughter Incest 


gather-D 


gatornically correct dolls (Adams-Tucker, 1982: B 


; urgess & Holmstr 
1978b). Using these materials, even very young children are a 


scribe what has happened to them and to distinguish fantasy from 
reality. False complaints of sexual abuse are rare (less than 5%); on 
ie other hand, it is common for a child to retract a true allegation 
under pressure from the family (Family Crisis Program, 1984; Goodwin, 


1982). 


CRISIS INTERVENTION 


The discovery of incest represents a major family crisis, requiring 
tapid and decisive intervention. Usually, by the time of disclosure, the 
incest has been going on for several years, and the family’s defenses 
have been organized around preservation of the incest secret. Disclosure 
tepresents a serious disruption to established patterns of functioning 
and a threat to the survival of the family. The father faces loss of the 
sexual activity which has become an addiction. He also faces possible 
loss of his wife and family, social stigmatization, and even criminal 
sanctions, though in practice these are virtually never applied. The 
mother faces possible loss of her husband, social stigma, and the 
terrifying prospect of raising her family alone, a task for which she is 
ill prepared, 

___In this situation, the father usually reacts by maintaining steadfast 
denial, He insists that the child is lying and directs his efforts to 
persuadi g his wife and outsiders that he is innocent. The mother finds 
f torn between her husband and her daughter. Though she may 
allay believe the child and attempt to take protective action, unless 
we teceives rapid and effective support, she will usually rally to her 
d’s side within a short time. If she persists in believing her child, 

'@ great deal to lose and very little to gain. The daughter, 
, may find herself discredited, shamed, punished for ene ng 

‘the family, and still unprotected from continued sexual abuse. 
ar ‘kely at this time. Without 
nd runaway attempts are particularly likely al 
ention, the child may be scapegoated and driven 


‘most therapists are not well prepared to inemene in 
they fail to recognize incest either as queries 08 
s can be seen most commonly in the res ane 
rms, such as “offender” and “victim, 4 
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d protective agencies, even though 
Naive therapists may tend to accep} 
41 or his assurances that the sexual abuse has stopped, 
Iso be seduced by the offender's rationalizations, jj 


¢ which are widely supported in popular and professional culture. The 
pe common rationalizations are, first, that incest 1s harmless, or would 


be if not for prudish social condemnation; second, that incest Sion. 
sensual, and that children are willing participants; and third, that incest 


is simply a response to deprivation of adult sexual expression and can 
be treated as such. ye 
Failing to recognize the criminal and addictive nature of the abusive 
behavior, the therapist may approach the family as though incest were 
merely a symptom of family dysfunction. He may attempt to treat the 
underlying dynamics, using a traditional individual or family therapy 
model in which the therapy contract is freely chosen, one therapist 
assumes full treatment responsibility, and the rule of confidentiality is 
observed. This model, which is useful and appropriate for neurotic and 
some psychotic patients, is ineffective for addicts and for character- 
disordered patients who commit crimes (i.e., for incest offenders). Suc- 
cessful crisis intervention with incestuous families requires an active 
directive, even coercive approach, and it requires ongoing cooperation 
sale the therapist and agencies of the state: law enforcement and 
se RN services. No therapist can treat incest alone (Summit, 
Pe erty cently claimed (ve oo 
therapeutic interventi professionals, principles and techniques © 
on are still in the early stages of development. 


Succes i 

high coe an Te the incestuous family clearly requires 4 
plain hard work W so aiee coordination, clinical sophistication, ™" 
. Well-documented treatment outcome studies 40 ™° 


following treatment one program descriptions are rare. h 


Most full ines are derived from site visits to five of the 
Souniiny, “ribs ae ebay programs in eat eee? of th 
Programs. They estate — of clinicians working in 40 to 50 other 
Of controversy amon nt an attempt to define points of consensus o 
oration of these ouitan peed Clinicians in the field. A fuller ela” 


‘ t to chil 
jlure to report inces 
the failu wig 1 mandated by law. 


Therapists may a 


id 
he initial ae Satan ay be found elsewhere (Herman, he 
al abuse and establishi intervention should be on stoppié : 4 
8 to the a, ung a safe environment in the family: by 
& t 


See eee eR auth; 
ee shouldbe done promptly, prefe 
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.. the presence of the family, and should be ex 
M sounitive measure. The therapist must assu 
at of sexual abuse is valid and should n 
yenial by the parents. 

Once the incest has been reported, debate of 
whether or not the child should be temporarily removed from the home 
In some cases this appears to be the only practical means of ensuring 
the child’s safety. However, this intervention is destructive to the child 
for several reasons. First, it makes her feel that she had done something 
wrong and is being punished by banishment from her family; second, 
it reinforces the tendency of the parental couple to bond against the 
child; and third, it is difficult to find an appropriate placement for the 
child, If safety cannot be guaranteed at home, it is preferable to have 
the father leave during the crisis period. Unfortunately, child protective 
agencies do not have the legal authority to remove a parent from the 
home; however, this result can often be accomplished either by per- 
suasion or in some states through the use of civil protection laws. A 
court order may be obtained requiring the father to vacate the home 
and to provide child support for a limited time. Conditions for supervised 
Visitation and for mandated treatment may also be established by the 
court. Clinicians working with incestuous families should become fa- 
miliar with these legal procedures. 

During the crisis period, all family members are in need of intensive 
Support. The child needs to be assured that there are protective adults 

" cutside her family who believe her story and will not allow her to be 

exploited. She should be praised for her courage in revealing 

- t secret, assured that she is not to blame for the incest, and 

_ told that she is helping, not hurting, her family by seeking outside 

' She should also be told explicitly that many children retract their 

: complaints, and that she will not be abandoned should this 

happen in her case, The mother needs help believing her daughter ee 

tng the tendency to bond with her husband against the child. i 

"e couple separates, the mother also needs help with issues of gece 

Wy Previously untreated health problems should also soot ee 

ite” The father needs help facing the fact that secrecy nas © 
evocably dmit and give up the sexua 

ts , and that he must now adm “pa ppeareaet 

P with his daughter before the family can be is resolved at 
‘initiated by revelation of the incest secret yi 

ee ‘ on of the man 

at the family is under the supervisl Cooperation 
| ordinated treatment plan is in place. 


plained as a Protective, 
me that the child’s com- 
ot be confused by initial 


ten revolves around 
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rking with the family facilitates quick 
and 


ssionals wO 
tly improves the prospects ; 
Or 


between all profe 
effective crisis intervention and grea 


treatment. 


TREATMENT IN THE POST-CRISIS PERIOD 


Following the crisis of disclosure, the incestuo 
a , us f 
so divided and fragmented that family treatment is an pee 
of choice. Experienced practitioners who have begun fp modality 
family therapy orientation have almost uniformly aband programs with a 
except in late stages of treatment (Giarretto et al., 1978 Sas na 
for mothers, fathers, and child victims appears be bea : . Group treatment 
approach. In some cases, individual, coup] — promising 
be recommended. F : , couple, or family thera 
rare ed. For all family members, the issues of sti py may also 
Pe ines -esteem are especially amenable to grou a ape 
en vbend eat is effective also in breaki a desl 
Sekdas se on mi the criminal behavior. Many oe en on 
w a highly stru oup programs for 
treatment of alcoholi ee ode simil 
ism and othe < ar to programs for 
ment, t r addi 
and ae ae Se acknowledges that has t In early stages of treat: 
involves “i mit to external control. Pro eae feet fis behavior 
and bebiucnsacrettiers foro of Bespitiibility he ice 
Opini others for past or present behavior 
7 Ss pihepeahneee ee 1976) 
failure to co ent without a credibl offenders can be motivated te 
gtams for oa To date, the most tN of criminal sanctions for 
1981; Giaretio et ok yee Which le developed treatment pr 
al., 1978). No Biases he court mandate (Berliner 
as yet demonstrated 4" 


ability t 
sco © engage offenders in sustained 
ed treatment without le ‘ 
gal sanc 


In addition 

corp to grou 
United ae soa be the ois vidual treatment, many programs 1 
nore formal aughters and Son ponent, most frequent ed Parents 
Period, the tea Sieg work j United, Self-help activities supplemen’ 
3 y's intense te : number of ways. During the crisis 

ct with | te with a aes y be more easily persuaded - 
Die: other offenders atment program if he is rapidly 
 Postcrisis Ascari have successfully participa 

es » families beginning treatment ay 
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seneft from the experience of those further alo 


° ng, and “adva ai 
. members may gain self-esteem from bein nced 


° 2 £& in a hel ¢ 
ally after formal treatment is terminated, self-help ts ete 
Prontinued source of support and community. 


CRITERIA FOR TERMINATING TREATMENT 


Restoration of the incestuous family centers on the mother-daughter 
relationship. On this point, there seems to be wide consensus among 
experienced practitioners, even those most committed to reuniting the 
parental couple (Giarretto et al., 1978). Safety for the child is not 
established simply by improving the sexual or marital relationship of 
the parents; it is established only when the mother feels strong enough 
to protect herself and her children, and when the daughter feels sure 
that she can turn to her mother for protection. 

The father may be judged ready to return to his family when he has 

_ admitted and taken full responsibility for the incest, apologized to his 
_ daughters in the presence of all family members, and promised never 
_ to abuse his children again. When the father is ready to return to the 
family, the family may or may not be ready and willing to receive 
him. This choice properly rests with the mother, once the mother- 
daughter bond has been restored, and once neither mother nor daughter 
“els intimidated. A decision for divorce may be as valid as a decision 

Tebuild the marriage; certainly the preservation of the parents’ mar- 
€ should not be considered the criterion of therapeutic success. 
bly the best gauge of successful treatment is the child victim's 
Ave feeling of safety and well-being, the disappearance of ,her 
‘Symptoms, and the resumption of her interrupted normal de- 


cs 


the present state of therapeutic knowledge, no one can claim 
incest; rather, the sles may be brought under — 
ide intervention, second by empowering the cana as ‘ 

nt within the family system, and finally to a limite eo 

2 the father’s inner controls. The father’s internal rer > 
considered sufficient to ensure safety for the ¢ licitl 

to reunite, mother and daughter should be a e a) 
it 40. resume the incestuous relationship gran 
‘outside supervision should probably i 

ren remain in the home. 
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P . stan ig needed in order to continue the develo 
Jessen a tor al family members. Direct clinical Riding 
of oxidant are still quite rare and largely confined to convicteg 
in eeders, who comprise a very small and skewed sample. Long-term 
follow-up studies of treated and untreated aan and comparative 
studies of differing treatment approaches are needed in order 0 doc. 
ument what is at present part of the oral culture of recent clinica! 


experience. 


LONG-TERM SEQUELAE OF INCESTUOUS ABUSE 
IN CHILDHOOD 


No long-term prospective study of sexually victimized children has 
ever been carried out. Even if the formidable technical barriers to the 
organization of such a study could be overcome, it would not be ethically 
possible to study such children without disclosing the abuse or inter- 
vening to prevent its continuation. Since the majority (98%) of cases 
of intrafamilial child sexual abuse are not disclosed, the only currently 
practical method of discovering the long-term consequences of such 
is retrospective study of adults with a history of victimiza- 
Sie: — a study is Russell’s probability survey of 930 women 
iiieeinity eh an oat This is a nonclinical sample of wom’ 
Sieh ante) Facies Set . “ gael Women — 
eediihva Mika were riot fen ica on - «e drug treatment es 
in the comparable age cohort , < or obvious reasons, were . 
suicide, murder, or other who had already died from accié * 
that might raat been “seen Thus, women with severe disturban 4 
survey, and the estima: “e . \ early trauma were not detected by " 
sidered minimal. of long-term harm should therefore be °° 

Evaluation ' 
| out both by — hs, Seti of incestuous abuse was cari 
Scectees OR groups, The €asures and by comparison of abused “ 

Which their respondents’ own estimates of the dest, |, 


__ tocorrelate well with abuse histories had affected their lives one 

imated that tia so measures. One-quarter of the respond eit 

$i appro xinr ately ¢ . abuse had had a great effect on oo 

or little effect sect 5: percentages estimated that the abU% 11. 
a and 22% reported no long-term effects. 
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re frequently cited by respondents were dis 
lowered self-esteem, and fear of sex, 

-. en compared with women who had not been incestuously abused 
the incest victims did not fare well in their sexual and intimate rela. 
yonships. Abused women were significantly more likely to experience 
early pregnancy, marital separation and divorce, and repeated sexual 
victimization, including marital rape. Sixty-eight percent of the incest 
| victims reported a rape or rape attempts, as compared to 38% of the 
| women who had not been incestuously abused in childhood. Perhaps 
| in response to their repeated experiences of the world as an unsafe 
place and other human beings as untrustworthy, incest victims were 
t 


effects mo trust and fear of 


also much more likely than others to lose their faith in God. Many 
more victims than nonvictims defected from the religion in which they 
had been brought up. 

Within the victimized group, the severity of long-term trauma ap- 
peared to be related to the degree of violence and physical violation, 
the duration of the trauma, the age difference between the victim and 
perpetrator, and the relationship between victim and perpetrator. Abuse 
by fathers and stepfathers was judged to be the most harmful: 82% of 
the women abused by fathers or stepfathers reported extreme or con- 
siderable trauma. Abuse by brothers resulted in extreme or considerable 
fauma in 60% of cases, and abuse by other relatives outside the nuclear 
family, in 40%-50% of cases. 

Clinical studies of adult patients with a history of incestuous abuse 

_ FPort consistent findings of symptoms consistent with chronic or de- 
_ post-traumatic stress disorders, as well as persistent impairments 
1 self-esteem, self-protection, identity formation, and intimate rela- 
tionships, Patients are chronically anxious or fearful and often have 
sleep disturbances or insomnia. A need for vigilance at night 
;-. Ave become integrated into the patient’s character structure and 
nea) &xpressed in a choice of occupation (for example, security 
OF Night-shift nurse). Reenactments of the trauma occur in flash- 
many Often triggered by attempts at sexual intimacy, nightmares, self- 
‘thie.’ 4d repeated victimization. Ego constriction is most notice- 
‘also «., P&*Sistent deficits in self-care and self-protection, and sometimes 
emoy, °°! withdrawal or isolation. Many patients also complain of 
a ¢. numbing and chronic dysphoria and describe themselves as 
ehind a glass wall.” Memory deficits fae chlldheos 
become apparent, Patients will often describe a con- 
Serta ting in their 
Of dissociative states or repression, 4 
pts to cope with overwhelming sexual trauma (Herman, 


a 


gh ke shy tt 
(1979). A history of a women (Center for Women Policy Sar 
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1978). Heightened aggression directeg 


1983; Meiselman, 
icide attempts and self-mutilatio, 


1981; Gelinas, 
frequently results in su 


against the self 


(Herman, 1981). gat 
Given the incest victim’s apparent difficulty with self-esteem and self. 
ally high risk for marriage to an abusive 


protection, she may be at unusu 
spouse. For this reason, the potential for repetition of the incest in the 
ust be considered. The phenomenon of “generational 


next generation m 
transmission” has frequently been reported anecdotally (Meiselman 
1978; Raphling et al., 1967; Straus, 1981; Tormes, 1968; Weiner, 1962), 
Goodwin (1982), in the only controlled study to address this issue, 
documented a significantly higher prevalence of incest history in mothers 
of abused children compared to a roughly matched group of “normal” 
mothers. Among the mothers from families involved in child abuse 
24% reported an incest history, compared to 3% of the control grou . 
It should be noted, however, that in this study, three-quarters of the 
mothers of abused children did not have a history of sexual abuse in 
a own childhood, a finding that should lean to caution in the facile 
2 orgie the generational-transmission hypothesis. A second po- 
ae Rene ia of generational transmission may be traced through 
ae ee RR fathers, who may develop abusive behavior in 
Smal : eir fathers. Anecdotal reports of such behavior are 
om y prevalent, but no controlled studies have as yet been done 
ment this phenomenon. : 


TREATMENT O 
INCEST F ADULTS WITH A HISTORY OF | 


Adult women wi : 
psychiatric as cant of incest are frequently found amoné 
ample, Carmen and her associates (1984) 


a retrospective surv 
the female patients ey of 188 psychiatric inpatients, found that 28% of 


h : 
intrafamilial, Shee history of sexual abuse, most of which ¥* 
Present to community ‘esos abuse are also common in women Vv 
_ erding, 1977) or ba ent agencies as prostitutes (James & MY 


Specific psychiatric abuse has been etiologi inked to so" 
(Putn h am & Post, a such as aap matty jsorde! 

n receiving the » and is suspected in a significant proportion 0 
1986). Incest of borderline personality disordet (Brier 
Beerrvige victims can present as difficult patie 


ughter Incest 


pather-DA as 


for example, Meiselman (1978) describes incest Victims in 
reatment 2s more symptomatic and more disturbed than a c 
oup of patients who had No victimization history, 
As in the case of child victims, successful treatment of the adult with 
ahistory of victimization begins with obtaining a history. The willingness 
of the victim to disclose her abuse history is entirely dependent on the 
dinician’s willingness to hear, respect, and validate the patient’s ex- 
riences and to bear, with the patient, all the associated affect. With 
increasing tolerance, the clinician can expect to hear an increasing 
number of histories that include atrocities. The limits of the clinician's 
own affect tolerance are constantly challenged. For this reason, the 
dinician who works with victims must be assured of dependable access 
to supportive peers in order to cope with the contagion of post-traumatic 
stress disorder that affects caregivers. 

Male and female therapists often differ in their countertransference 
responses to victims. These differences may result in staff splitting along 
gender lines in institutional settings and may lead to different but 
equally common therapeutic mistakes. Female therapists often tend to 
overidentify with the victim, becoming overwhelmed by feelings of 
helplessness and despair or with rage against the offender that the 
victim may not share. They may tend to shy away from exploring the 
actual details of the sexual encounters. Male therapists, on the other 
hand, may tend to identify with the offender. They may focus on 
aspects of the victim’s behavior that might have been interpreted as 
provocative and may have difficulty supporting the victim’s anger against 
the offender. Male therapists may also find incest victims sexually 
arousing. This may lead to inappropriate behaviors ranging from pre- 
Mature, intrusive questioning about the details of the sexual encounter 
0 actual seduction attempts. Since an estimated 5%-10% of male 

. ts seduce their patients (Holroyd & Brodsky, 1977; Kardener et 
_ #l, 1973), and since incest victims appear to be extremely i sptegeren 
eae rested victimization, the risk in such therapeutic aie ens 
i high. It is perhaps unnecessary to state tha : vc 
—" however rationalized, represents a repeated traum 

Establishment of trust in the context of a therapeutic alliance is the 


i on of this issue is 
task of treatment. Early and explicit clarificati t 
The patient should be told that, r sa ; r ; vior = 


she had an incest rience means 
Her difficulties te aigsliaking trusting relationships and her 


outpatient 
Omparable 


oe ie 
eo 
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are should be explained as consequence, 
ms and defensive strategies should also 
£ the therapist's trustworthiness should 


own lack of entitlement to self-c 
of abuse. Post-traumatic sympto 
be identified. Repeated testing ) 
be anticipated an 

Once a therapeu 


for the lost childhoo : 
parents and for | 4 of existential despair as they give up their belief 


and their own efforts to be good can preserve the hope for a fantasied 
good parent. Suicidal, self-destructive, OF regressive episodes may occur 
during this process. However, at the same time, the beginnings of new, 
more adaptive behavior may also be discerned. As the patient works 
through her rage and grief, she gives up her negative identity. Self- 

esteem, self-protection, and peer relationships begin to improve. 
Because the trauma of incest is profoundly social, so is the recovery 
process. A full resolution of the trauma involves restoration of social 
bonds and renegotiation of the patient's relationship with her family 
of origin. Group treatment and self-help are particularly useful in the 
recovery process, either in addition to individual psychotherapy or as 
a sole treatment modality. Both group treatment and self-help utilize 
the victim's great capacity to be helpful to other victims. In a peet 
group, victims are permitted a controlled, protected regression and given 
an opportunity for catharsis in safety, but also offered an occasion to 
“oC Ga ts defenses such as anticipation, altruism, 
with memory deficit zed in aid of the recovery process. For pall 
Seale Soa treatment provides a powerful stimulus 
Gai Gietivacican's ries. Disclosures, limit setting, and confrontation® 
y members are also more likely to be successful if carefully 


planned in ; 
Aliiston pe as setting and carried out with group support. A fuller 


Schatzow, 1984), * treatment may be found elsewhere (Herman 
Furth 

Panta Ne ea to clarify the process by which victims 

a trauma. The critical importance of SUP” 

lationship, is repeate cluding but not limited to the therapeutic © 

Tsai and her associa 

advertisement, com: 


_ of their childhood “A Sh nate of persistent long-term sequelé® 


ithout 


their recove : ‘on {10 
. ry to helpful interventio” 
Risks ently cited were supportive friends and fam 
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amber who assured these women that they were not at fault, and 
Erant lovers, who helped them reclaim their sexuality, In ‘sik, 
. dy, victims who were well recovered as evidenced by greater ie 5 
satisfaction and capacity to protect their children were those who in 
childhood had told others about the abuse and received a supportive 
: avironmental response (Straus, 1981). Although supportive intervention 
at the time of the abuse is the most desirable, even long-belated social 
pott, such as that experienced in adult survivor groups, appears to 
pe effective in the recovery process. In the words of one survivor: 


The continuing greatest benefit of the group is the defeat of the 
sense of aloneness, alienation, and separation from the ‘normal’ 
world that I felt all my life and that intensified once I remembered 
and acknowledged the fact of incest in my experience. In the 
group I discovered that I wasn’t alone. . . . I learned that people 
cared about me and what had happened to me, and I faced the 
fact that this terrible thing had happened to other women who, 
obviously to me, were innocent victims of violation. Their stories 
and their compassion helped me to extend the caring—and anger— 

[felt for them to my own self as a child. I stopped feeling like 
a monster. 
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Post-Traumatic Therapy 
for Children Who Are 
Victims of Violence 


CAROL T. MOWBRAY 


Perhaps no other subject evokes as much sympathy for the victim 
sae much revulsion for the victimizer as that of children who are 
subjected to violent treatment. It may thus seem ironic that the literature 
on such a critical topic is sparse. Perhaps it is a reflection of the 
emotionality associated with the subject of child victims that so little 
rational, scientific study has b ; 

y een carried out. This chapter summarizes 
see baal is available from case studies and research on child 
- However, the few reports incl 
many involve ee ciuiehiati ve; Py binea ogee a 
from them must be quite tentative. T cases, so generallzal! 
this ch ve. To supplement the literature review” 
chapter also presents an overviev i : 
relevant to the adult victimizati ahtek ooo omg 
child victims may differ from adit Se Seeing ways © Sc 
of this chapter coalesces these ind s in their reactions. The final sectiO" 
from the literature into recom Nductive conclusions with generalization’ 
intervention in the 2 Senabea considerations for assessment 4" 
' and treatment of trauma in child victim’ 


Bs Peat DEVELOPMENTAL STAGES 


; for understanding the child’s reaction’ is 
cack trauma, is an adequate asses 
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of how he/she Soke om ora d, e.g., the child’s Stage of cognitiy 
jevelopment. Egocenirism 1s a major feature of young children’s ane 
tions. As defined by Piaget (in Flavell, 1983), €gocentrism is the 
cognitive state of seeing the world from your own point of view only 
without awareness that you are looking only from your own viewpoint, 
Thus, egocentrism is the absence of both self-perception and objectivity, 
pecause Of their egocentrism, young children tend to establish their 
cognitions based on appearances and do not understand permanence 

or the fact of unvarying laws in the universe (such as conservation), 
Also, because of egocentrism, young children lack empathy for others. 
They cannot be sympathetic to others’ pains, sorrows, or feelings, 
because they simply do not have any notion of what another person 

is experiencing. Egocentrism also relates to children’s attribution of 
motives and feeling states to others and to things: they assume that 
everything is oriented toward themselves. For instance, children believe 

that the sun is following them; if someone dies, he has gone away 

_ ftom the child; if there is a flood, it’s because of something the child 
did, Children’s egocentric perspectives can be major factors in their 

_ understanding the victim experience and their fears of being revictim- 


ment 


_ Of particular relevance for victim reactions is children’s developmental 
Understanding of death. At ages three to five, death is not permanent, 
merely living on under changed circumstances. Any sorrow asso- 
ed with death is because of separation. From ages six to eight, death 
1 as an external agent, often monsterlike, who can catch you and 
Ou away. But if you see it coming in time, you can escape. By 
ine, however, children have attained a more adultlike concept of 
3 the end of life. Since victimization is often associated with 
tary or permanent loss through death of significant others and 
olves death anxiety, the child’s conceptions of death need 
into account in determining victim trauma. Although sere 
y experience less death anxiety because they see deat : as 
t or escapable, it should also be remembered that a saw 
nxiety-producing for them than for older children 


4 
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e immorality (badness) of actions directly in relationship 
f the consequences, without taking into account the 
to the seriousness identally and unavoidably b 
ives involved. a child who acc ine « y breaks 
ie is “naughtier” than Se screed € ‘ # ees thing 
he was told not to do. Young children als Justice— 
that Nature will punish misdeeds. For example, given the story of a 
boy caught stealing apples by a policeman, who then runs away across 
a river and the bridge breaks, young children believe the bridge broke 
because he was bad (Flavell, 1983). 

Kohlberg (1964) has constructed overall stages of moral development, 
In the early premoral stages, children are oriented strictly toward pun- 
ishment and obedience or hedonism. At the middle, ‘conventional rule- 
conformity” stage, morality is seen in terms of maintaining the approval 
of others or a reliance on authority. Finally, the most advanced stages 
are based on a “morality of self-accepted moral principles,” such as 
contractual obligations or individual principles or consequences (Mussen 
et, al., 1974). Combined with young children’s egocentrism, their pri- 
mitive sense of moral development may have some serious consequences 
for how they react to traumatic events. First, if serious damage or injury 
has occurred to others but not themselves, children may blame them: 
aby Sune or not they had any culpability—and the more serious 
oe rena “aad the self-blame. If adult reactions are to blame 
aici sas ee undoubtedly accept this. Furthermore, becaus¢ 
Nature will invoke ous ee tl probably ore 4 
also experience more self-blat a . Geena 
of retribution because th oe en oe eee cesequently —. oof 
power to their thoughts a oe leads them to attribute T° 

antasies; so if they wished something ba 


would h ee 
responsible Because y ne parents, etc., and it did, they would fee 
authority figures, of their absolutist morality and orientation © 


happens to them fis children may also feel that if something ba 
©-8 a8 a victim), then they must have deserved 


children judge th 


Coping and Defense Mechanisms 


Another d 
‘ A evelo ment (- 
timization is their com al area relevant to children’s reactions '© sa 


Noted. At the e but m : “H] can 
arliest a ‘ any age differences stil 
€xpressed: es, nant 
di: crying, trembling, ain n’s fears are directly and © 


ging. As children grow older, they 
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encouraged not to show their fears and anxieties, Consequently, dis- 
ices, Of defense mechanisms, are developed. The most basic and 
oatliest-appearing defense mechanisms are introjection (incorporating 
something external into the self), identification (incorporating charac- 
teristics of other persons into the self), and denial (altering reality to 
make things the way the child wants them to be). Repression is more 
complex than denial, involving making unconscious an unwanted feel- 
ing, memory, or thought. Children in the middle years also more often 
yse defense mechanisms of projection and displacement—attributing an 
unwanted affect to someone else or to some other cause; reaction 
formation, undoing, and isolation—wherein a feeling is repressed and 
a defense constructed to keep it repressed, e.g., excessive attitudes, 
feelings, or actions or separating the repressed from the rest of the self; 
and repression and fixation—displaying behaviors from younger ages. 
Adolescent defense mechanisms may include any of the aforementioned, 
but are expanded to include intellectualization mechanisms—attempts 
_ toturn personal affects into the impersonal, abstract, and unemotional. 


se Reactions to Grief and Mourning 


= 
is 


Children’s reactions to loss are relevant to victimization for two 
_ feasons, First, children who are victims frequently suffer temporary 
__ <Patations from parents or permanent losses of significant others. 
nd, adult reactions to victimization have often been compared to 
ee found in grief and mourning. Mowbray (1980) summarized 

ature on children’s reactions to object loss and identified de- 
ental Stages as follows: For the youngest toddlers, loss is felt 
in terms of separation. With two-to-four-year-olds, their reactions 
to be more disturbed, but with a limited means of 2 ae 
-ppear to not be reacting at all. Behavioral es Sig . 
ed, e.g, aggressive behavior, eating and sleeping disor ds 
'vous mannerisms, or actively seeking out substitutes. 


i that the child 
1 in the autonomous stage, it is important 
tievement of developmental tasks Sage 
Fo en, the 
For children aged four to sev ee ET Teva. thet 
n accept the os 
visioned. Thus, they 
not be en tao aes 
based on their 
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elves more. They also sh 

ism, blamin others or thems -_ 

own eee an worries and fears, coping through play 

: pensate through pseudoadult be. 


more somatic 
behavior, and some tendency to com 


Logue there is a more accurate understanding and 


cy-age children, 
Lag hy laints, worries, and fears. However, there seems to 


omatic com ; 
fewer $ P f self-deprecation and use of fantasy as a restitutive 


be more expression 0 


hanism. iti 
ay, although adolescents have an adult cognitive understanding 


of death, their emotional development is immature. They fear death 
but inhibit direct expression of their feelings—without a firm identity 
status, they avoid behavior that expresses vague individual concerns. 
Yet, they are likely to experience more guilt and self-deprecation than 
children do. Emotional outlets are often seen in intellectualizations and 
focusing on future plans. 

With this developmental perspective as background information for 
understanding children’s victimization responses, we shall now turn to 
the literature of research and case studies on child victims. 


LITERATURE REVIEW 


Case studies and research reports on child victims in the following 
as were reviewed: victims of natural and man-made disasters, 
. ee Song by the Botpeaust and political terrorism, children who 
witnessed ard ce and children who were crime victims 0 
iisan’a wear mes. Overall, this literature shows great diversity in 

ponses, enormous situational variations, and large numbers 


of confo ‘ 
some Na one affect responses. This section press 
implications of these children’s responses to victimization and the 


on child victims is so di prevention and treatment. Because the literature 
verse, includes many nonrepresentative $a™P es) 


ae SET aoe es 


* The literature reviewed 


excl 
members. This subject was Sach pes clehay on incest and other sexual abuse by family 


ch 
ild victimization expe cause its dimensions differ substantially from pine 


is not riences; e.g, ' 
) violent (DeJong et al., 1985), usually sexual contact extends over a period of cog 


sequelae f Because it is a co and confounds the child’s caretaker with the role | 
mation a been covered ee ature in and of itself, incest victimization 2" 
assault litera child sexual abuse 1 in this book. This literature review cove! gl 
ture, where the oie: 2 when it parellels that found in the child — 

t using de as a one-time sudden occurrence 


or threat (Gingrich & Barnette, 1983). 
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nd is filled with gaps in terms of populations 
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. conclusions will also be based on gene . S studied 


ralizations fro, 
: § n the overg 
child development theory and literature Previously discussed va 


geuerity of Problems by Age 


At the present time, there is insufficient evidence of any type as to 
whether children versus adults who are victims have more problems 
or more severe trauma. No studies have compared adults to children 
on a comprehensive and identical set of dimensions and measures. The 
evidence on whether or not postvictimization problems in children 
increase with age is contradictory, Only four studies were identified 
that contained this type of analysis—three of the four involved disasters. 
The Buffalo Creek study of a flood disaster (Gleser et al., 1981) found 
disturbance increasing linearly with age; DeJong et al. (1982a, 1982b) 
reported that psychological trauma increased with age in child sexual 
assault cases studied; an Australian study of cyclone victims found 
decreases in problems with age (Milne, 1977); and another study of 
flood victims (Ollendick & Hoffman, 1982) found no age differences. 
Itshould be noted that these four studies were not truly comprehensive 
in studying problem reactions and trauma; i.e., reactions studied were 

not those identified as most typical of victims, e.g., shame, subjugation, 
- defilement, resignation (Ochberg, 1984; Ochberg & Fojtik-Stroud, 1982), 
or manifestations of underlying problems that may prove common in 
children, e.g., somatic distress, use of fantasy, restitutive play behavior, 
tellectualization, and so forth. Other than these four, literature reports 
child victims involved only one age range or did not differentiate 
dten’s reactions by age. Thus, at the present time, the question as 
> whether severity of victim reactions differs by age (€.8- from pre- 
ers to adults) remains unresolved. 


n be approached in the existing literature is the perhaps more 


| question of the difference in how types of responses differ 


. : developmental level 
child’s age. Victim reactions by nildhood mourning 


These conclusions 
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< s in fears and 
increase iit 
seem to show ! | . 
see their fears may be related to age. Younger 
ten fearful of the particular elements associated with 
st storms in the flood disaster (Ollendick % 
1 or going out of the house (for children 


inj en a skywalk they were on collapsed 
whose schoolmates were init" as, and travel (two brothers “ 
ee Spoil bus taken over by Arab terrorists, after witnessing 
escaped ae Feat parents; Dreman & Cohen, 1982), motor vehicles 
i nel ® (26 children kidnapped from a schoolbus in Chowchilla, 
San ven around in vans for 11 hours without food or bathroom 
sate and subsequently buried underground in a truck ce for 16 
hours; Terr, 1979, 1981, 1983), and so forth. Sometimes tl obe fears 
become generalized to items peripherally related to the victim eg 
ence, e.g., the dark, loud noises, etc. (Blom, 1981; Eth & Pynoos, 1984a; 
Gleser, et al., 1981; Pruett, 1977, 1984), or to situations that produce 
the same feelings experienced during the victimization, e.g., breathing 


Children of all 
although the con 
children may be mo : 
their victim experience, ae 
Hoffman, 1982), goINs to sc 


TABLE 1 
Summary of Common Victim Reactions by Age Grouping 


Preschool School Age Adolescent 


Fears and worries X 
Somatic problems 

Restitutive play, compulsions 

Regression and separation anxiety 
Nightmares and sleep disturbances 
Fantasies 

Anger, hostility, belligerence 

Interpersonal problems 

School phobias and other school problems 
Apathy, withdrawal 

Guilt, moral ‘development X 
Personality change 


Chronic sadness and d 
lepression 
. Self-deprecation X 


inch ding X 
. rationalization 


X 


<x KK XK 
x< 


<x KKK KK KK 
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ms (Tet, 1979, 1981, 1983), concerns over 
pyn00s, 1984b), etc. Nightmares and sleep distu 
to span age ranges, although there may be som 
types, with younger children reportin - 
gubtyP porting exact repetit 
aightmares of their own deaths, with older children’ 1on dreams and 
ee variations an d disguise components (Terr S dreams havin 
oe tic problems appear to be more a 979, 1981, 1983), 
ices suggest that the form of many on - In younger children, 
ihe trauma experienced, e.g., eating disorders in a relates directly to 
Se rkatan, et adder problems for we involving oral 
Kidnapping incident who experienced Stactaches au ot esc 
ordeal in the vans (Terr, 1979, 1981, 1983). Re Ae —s pe dir hons 
anxiety are also reported more for younger Siac. (Eleld ne 
tal, 1981; Pruett, 1977, 1984). These reactions are ee 
increased to an unknown degree by loss cries a gaan sad 
quently associated with psychic trauma in the ro eM agi 
Restitutive play and compulsions are also more likely t cee 
preschool and school-age children. Pruett (1977 1984) a eats 
. follow-up of two children who witnessed the Se 
A — by their father and his subsequent suicide attempt. 
ah ese victim witnesses were toddlers, their restitutive play was 
a ed as a positive reaction, reflecting the children’s attempts at active 
bee peel However, by age nine, repetitive play no longer 
of the ante aren ie Terr nee the repetitious play behaviors 
BU ccsictes, and h were destructive, served only to increase 
vices one. ee ad to be stopped. Perhaps, as she suggests, play 
lence “ * ective only when the child has a belief, based on past 
aw ee mastery of the events can be achieved. 
i t of reactions seem to be more characteristic of school-age 
; t children. Guilt is one such area, probably because younger 
ode have not yet reached the necessary superego or moral de- 
__pment stages. There is the suggestion from some cases that trauma 
¥ Permanently fixate a child at a lower moral development stage 
eg 1973, 1977), Anger, hostility, and belligerence are more fre- 
n,) displayed in older children, as well as interpersonal problems, 
cation, and chronic sadness and depression (Eth & Pynoos, 
wh gl, i981; Ketan; 1973; Klein, 1974; Ollendick ® 
2). These may reflect the greater emotionality of older 
tendency to direct this outward in blaming others 
the self. Effects on the child’s performance are “— 
t later ages (Gleser et al., 1981; Pruett, 1977, 1984; 


iiss 


physical Safety (Eth 
rbances also seemed 
€ age differences in 


proble 
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1984), although this may be because these children are in 
formance decrement is more readily identified in this 
Fantasies are also much more prominent in oldo, 
children (Eth & Pynoos, 1984b; Mussen © ee fet, 1979) 
undoubtedly reflecting their increase cognitive development. Some 
fantasies were more limited and predictable, e.g., sti vengeance 
against the victimizer, others involved sere major distortions Which 
could significantly affect the child’s credibility as a witness, e.g., imag- 
ining that the father was the sexual abuser instead of an adult ac. 
quaintance (Katan, 1973), or imagining there were three rather than 
four kidnappers in the Chowchilla bus incident (Terr, 1979, 1981, 1983), 
Fantasy behavior might be interpreted as the schoolchild’s cognitive 
equivalent of restitutive play as a mechanism to achieve mastery (Mow- 
bray, 1980; Terr, 1979). 

Finally, some symptoms appear to be most often found in later 
developmental stages. Intellectualization, including rationalization, was 
prominent in this regard. Terr (1979, 1981, 1983) reported that many 
children aged 9 to 14 constructed “omens” after the incident. That is, 
in an apparent effort to attain cognitive mastery over the trauma, they 
attempted to identify prior events (sometimes erroneously) that, if 
known, would have enabled them to avoid the kidnapping. In Pruett’s 
an children witnessing their mother’s murder (1977, 1984), 1a- 
Sor aerenanae through distortions in recounting the violent 
Tea Eh a sen in the male child at an older age. This probably 
shining: aca Ate cognitive capacity and abilities in abstract 
oes oe also describe some children who seemed 
1979, 1981, 1983) a me y tell the story of the psychic trauma (Terr 
for the event and oS hase ao ed 
Thus, intellectualization oe eae Oe 
development, ay reflect the older children’s increased mor 


Smietanka, 


structured setting. 


Terr, 1979, 1983 
: ; , 19 " 
may be that most stad en Possible explanation for this age °° 


multiple or past problems ormally” at this age are those who 


turbed and dis 
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sion and denial are victim reactions that hav 

table I, since there is disagreement in the literature as to whether 
a has occurred in the children studied. Terr concluded that this wae 
tin evidence in her traumatized children (1979, 1981, 1983), Although 
hee children may have repressed their emotional responses to the 
vidnapping or may not have wanted to talk about it, they did not 

ress or deny the event occurring or any of the details. Pruett (1977, 
1984) indicates that, at least where object loss is involved, such behavior 
is dangerous because it implies repressing the internalization of the 
peloved object into nonexistence. 


pegres € not been included 


CONCLUSIONS 
Relationship of Child Victim Problems to Adult Victim Trauma 


Ochberg (1984) has identified the symptoms most often seen in adult 
_ victim trauma (based on the literature and extensive personal experi- 
_ ce). Few of these symptoms are seen to afy extent in the child victim 
_ tases reviewed. Shame was reported in several cases, and self-blame 
_ (including guilt and depression) was commonly reported, at least in 
"older children. Defilement and sexual inhibition, although not of a severe 
_ Of traumatic nature, were reported for some adolescent sexual assault 
Ns (Gruber et al., 1982). More commonly, deviant sexual orien- 
8 in children following sexual assault were in the other direction: 
Precocious sexuality, sexual acting out, and promiscuity (Katan, 1973; 
1984), The only reports of paradoxical gratitude were from 
Neentration camp survivors who displayed identification with 
‘ssor and hostility toward their weak caretakers for not pro- 
them (Klein, 1974). Perhaps the other cases studied did not 
ude associations with the victimizers that were close enough or over 
"8 enough time period for this to occur. = hate 
s through reports of apathy, withdrawal, ana decre 2 
School. "ad basins altel of subjugation and morbid 
n t found at all in these child cases. 


be helpful and nec- 
. | 1984a; Smietanka, 
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1981, 1983). Ideally, this should be within hours ang 


“hs occurrence. The assessment should be carrie 
beet sein Sect sensitive to victim issues and skilled 
ss ras ae with children. If criminal victimization issues are involved 
the assessor should be experienced in the area of giving and taking 
legal testimony, $0 aS not to lead the child or bias future legal pro. 
ceedings (Gingrich & Barnette, 1983). The interview should also be 
taped and be as comprehensive as possible. Whether or not there are 

ent should begin by comforting the child 


legal implications, the assessm : i 
and initiating conversation on a topic that is nonthreatening, but one 


which will enable an entry into the victimization experience. Children 
should be asked “what,” “when,” and “where” questions and be 
allowed to proceed at their own pace. They should be assured they 
were not to blame, and they should always be believed. 

In many children the trauma is displayed as bland affect, disguised 
with somatic problems, or acted out in play behaviors. Because of these 
facts and because parents are often disturbed themselves by events and 
do not like to acknowledge possible child psychopathology, victimized 
children are rarely brought in for counseling or assessment at this early 
stage. Thus, assuring an early comprehensive assessment should be a 
standard service offered by an ongoing service system, such as criminal 
justice, the medical community, or social services, or perhaps through 
oS Sie victim assistance program. Through whatever structure in 
Sowtholoedc Se abe debriefing and assessment of the child's 
Ste SS se te s, offering understanding, and determining risk 
eraaiaeh sail sa stress, should be available to all child victims. 

; Seater Nis ed be fe enication, it is critical that the childs 
ekarelharen: Ss and that the child be returned to his/ 
oon as possible. If, for some reason, !hs 

least the child should be placed in * 


love relationships to develo ecurity and allow new attachments an 


1984; Terr, 1979, 


famil 
her 


ptimally be subject to follow-up a” 
urce constraints prohibit this a 
at risk’” must at least be contact’ 


ee is far from desirable, though, ae 

as bed een who are victimized, espec” ) 

atment » Need some type of follow-UP 

at » and ype o st 
tisk js severely Witean ability to accurately identify those a 


ons - However, if risk factors are utilize 
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» The child experiences the loss of a significant attachment figure: 

» The parents (or significant others’) reactions are extremely: dle 
turbed; : 

» The caretaker’s parenting abilities are disrupted; 

» The family atmosphere is chaotic, nonsupportive, or violent: 

» The child is physically hurt; f 

» The child has been previously victimized or traumatized or 
experienced emotional disturbance; 

+ The trauma was prolonged or involved multiple episodes or was 
not acknowledged until much later. 


In order to better assess these risk factors and to decrease the pos- 
sibilities of future traumatic reactions for all children, parents (and often 
significant others like school personnel) should be counseled as to how 
to deal with the child, how to answer his/her questions, how to handle 
their own emotional responses, and what to look for as short-term or 
long-term symptoms or early warning signals of distress. If, on follow- 
up contact, the child presents himself/herself as significantly disturbed 
or the caretaker is significantly disturbed or unable to handle his/her 
parenting responsibilities, then long-term therapy is probably advisable. 

The nature of the long-term therapy is less clear. Individual therapy, 
family therapy, or parental therapy should all be considered; the choice 
of one therapeutic approach or a combination seems to be a clinical 
issue, dependent on the individual case and family circumstances. In 
most cases of long-term therapy, the following issues need to be 
addressed (Raphael, 1975; Smietanka, 1984): 


— 


. Helping the child face the truth of what has happened; 
. Dealing with the “damaged goods syndrome’’—poor self-image, 
avoidance of interpersonal relations, etc.; 
3. Identifying guilt and self-blame; 
4, Dealing with emotions like anger, grief, and fear 
may be expressed. 
‘4 Helping the child to identify an 
€.g., who can he/she trust and how ca 
herself in the future? 


NR 


and how these 


d access supportive resources, 
n he/she protect him/ 


en need assistance 
1 with pleasurable 
“clean,” or their 


1, “addition, child victims of sexual assault may oft 
Snfused sexuality, e.g., how to interpret and ae 
88 they may have experienced, their need to ice 
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d dominance. Cases of homosexual assault may 


need to assert power an en 
be even more confusing to cM 


“The Second Wound” 


None of the cases reported demonstrate a aly . delivered 
by the criminal justice system, as 1S the case with much 0 the adult 
literature of criminal victims. However, case studies contain some im- 
plications and suggestions for how children should be handled in 
criminal proceedings. The first issue is to minimize trauma in assessments 
(as previously discussed). In courtroom proceedings, trauma can be 
minimized by allowing frequent breaks for child witnesses to rest, get 
reassurance, or go to the bathroom. There should be a greater allowance 
for children to recount their experiences at their own pace, including 
whatever is relevant to them. Otherwise, children may become de- 
moralized or withdrawn (Fisher, 1982). The courtroom setting can be 
modified to exclude spectators and seating rearranged so that the child 
does not face the defendant. In some states, legislation has been enacted 
to allow videotaped presentations from child witnesses. In fact, such 
changes were recommended by the recent Attorney General’s Task 
Force on Family Violence (Cunningham, 1985). The judge can intervene 
ee cross-examination to protect the child and assure that questions 
re appopinte to the childs developmental stage. Use of © i 
Sona acl . the child with the setting and proceedings, advise 
the trial judge, and reduce the child’s anxiety a 


trial may be a 
of the legal se a i resource to the child and to the outcom 


A child’s statement 
is reinforced by every 
may lie about not 


have an expert witn perpetrators). Because of this, it is desirable i 
tim oe to explain relevant issues }", a 
: Asin a kay the court, ls Stress and to interpret the child’s * 


tic Therapy for Children Who Are Victims of Viol 
ence 


pTrauma 
r 209 


prom the case studies reviewed, two other areas of 
which ate not usually considered in the literature on vict; 
i ‘ N victim tr 
in that they concern primary prevention: avoiding probl eatment, 
traumatic stress. The first area emerged from studies of opie of post- 
survivors (Russell, 1980). Although their children had a a Holocaust 
timization themselves, they were still severely distu ag No vic- 
their parents’ experiences, expectations, and di a te because of 
Therapists who treat adult victims need to be partici h parenting. 
about aftereffects on the victim’s children, future a rly concerned 
eee ig a patient victim has children, a oe 
ch may be warr 4 rap 
P ians. y anted or a cotherapy team of adult and child 
Second, in several cases, it was strikin ; 
turbances in children who associated ne paren: Sar ae 
victimized themselves (e.g., schoolmates of those injured in PaaS ay 
accident [Blom, 1981] or kidnapped in the Chowchilla bus ie t 
Terr, 1979, 1981, 1983]). Terr (reported in Fisher, 1984) has aed 
. that ang only do child victims show fears of the saieabes, but 
t these “hauntings” can be “caught” by others unrelated to the 
incident because of the highly contagious nature of 
‘Symptomatology. Perhaps this is more cee in hild ee 
their greater vulnerability, because a + : | : ren because of 
their own fears (“I'm diff , : y ! ave | ess ability to rationalize 
ihe victim erent from the victim’), less tendency to blame 
ee OF because they are more egocentric. Terr comments that 
n are particularly sensitive to other’s anxieties. Whatever the 
this is an important issue for clinicians concerned with victim- 
hag address, In any case where a child or children have been so 
; : (criminally or owing to a disaster) that their experiences and 
> are given widespread media exposure, interventions with their 
a school, and other significant aspects of their environment should 
red. Blom (1981) and Eth and Pynoos (1984a, 1984b) offer 
on models using the school as a focus. The first step in 
is immediate contact with school personnel, by a clinical 
s the situation, help the staff deal with their own reactions, 
intervention, The intervention may include parent edu- 
ort group meetings, information collection to identify 
disturbance and particular problem families or 


oe 
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; jrect intervent 
children, aS well as d 4 concerns and to answer questions 


get them to identify their feelings an 


SUMMARY 


This chapter has presented information Oss er a Victims 
from the literature, aS well as relevant concepts be © " evelopment 
theory and research. The conclusions that have a rawn regarding 
the type and extent of trauma experienced by child victims and the 
suggestions for effective interventions should be regarded as highly 
tentative because of the limitations on the information available. How- 
ever limited the literature, though, there is enough of it to strongly 
indicate that substantial problems may be experienced by child victims 
with immediate and long-term reactions to merit concern. Certainly, 
our general knowledge of child development theory and research sub- 
stantiates these concerns: children are likely to experience at least as 
much trauma as adults and probably more, because of their dependency 
and limited understanding. And their reactions should be expected to 
differ from those of adults. Although we cannot find definitive answers 
concerning child victims, perhaps the strongest contribution of clinicians 
at this point will be to expand their awareness of the special problems 
4 children who are victims and build up a knowledge base for the 

uture which will eventually lead us toward optimum interventions. 
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the Homicide 
of a Child 


EDWARD K. RYNEARSON 


Sometimes the most accurate and sensitive appreciation of our pa- 
tient’s inner state resonates from our own unspoken response to his 
difficulty. As a clinician I have been touched by the particular agony 
of the parent who has lost a child. It is so painful an empathic experience 
that I am often struggling with my own tears. I remember leading a 
therapy group in which a young couple were struggling with acceptance 
of the death of their five-year-old son. The husband, who was angrily 
ttying to protect his wife and himself from the unresolved grief, de- 
Manded some external definition by asking, “How long will it take us 
10 get over this?” An older group member confided, “I’m not sure; it’s 
_ only been 18 years since my son died, but I don’t think you can run 
A tal from it or rush through it.” 


atric research has demonstrated that the death of a aig. ene 

\ of an adult are followed by bereavement responses sh ard 

similarity (Bowlby, 1980). This correspondence 1s porate ad 
f the commonality of affectional rier a dal 

it 4 G mina 

child, but does not convey OF . Pere parent and 


nsitive to threatened or rea 
i bility, helplessness, and innocence of their 
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child and respond with attention and protection. The reflexive di 
and protest behaviors stimulated by tic, 
diacy and depth (Edelstein, 1984). It is i are 
sum- 


child that promo 
and distress with loss—whatever the age of the child (Wass & C 
orr, 


984). 
Psychiatric studies dealing with the effects of a dying chi 
and family have focused on children with Eoainel iiess he 
al., 1969; Chodoff et al., 1964). From the pros ecti ( ce 
th f sts : ae Pp ve observation 
ese families and their anticipatory and postbereavement ts 
has been established that they are at high risk for d .. 
emotional disturbances. In half the families at least one ti Gai “ 
required psychiatric help. Isolation of affect, denial, and i oo 
activity were the most commonly observed defen ies: T — 
dying allowed time for psychological acceptan ‘st eo 
riodic opportunities to ventilate sadness sf a through pe- 
decathectic process of mutual farewell bet ge, and guilt, and a pats! 
While the quality of the relationshi 6 hal and child 
other family members is an Fe brent etween the child, parent, and 
course of bereavement, so too is the d Segal tothe form i 
Sanne by a serious prolonged illne Saag of dying. When death is 
eg ” psychiatric morbidity befor “S amily members may show an 
and ath that is sudden and pine actual death. The bereavemen’ 
eet gg because of the a anticipated might be more painful 
n (1984) tested and absence of anticipato bereavement: 
a significant i validated this seat | 
BY Side thom in the psychiatri assumption by demonstrating 
of relatives eeeaeres death or lat ea 
aved by a death th compared with a control gtouP 
at was expected. 


BEREAVEM 
ENT AFTER HOMICIDE OF A CHILD 


is and course o 
nin d not only oo after the homicide of a cil 
dying inne but Sa ect (the child) and its gccurte 
violent and nes the meanin y its traumatic mode. The manne! : 
8 Of death. With Rounder, dying ' if 


on an un d um 
| The dying i a 
Mbrace these el 8 victim, Th g is a brutal eful 
3 , purpos Ww 
€ resultant bereavement must 5° wn 


overwhelming nny invoke personal terror an” gest" 
only to accept the s¥ . 
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id, but to be devastated by the terror and brut 

viling. We might take 08 granted the psychological 

snd family members, who somehow cope with this sy 

The quiet courage and resolute optimism that are n 

re a marvel to me and represent a resiliency we s 
to understand. 

The dying is a widely publicized event, placing the bereaved family 
members in an intense focus of social scrutiny. The bereaved are forced 
to cope with the socially demanded processes of investigation, appre- 
hension, trial, and retribution. These social and legal imperatives nec- 
essarily divert attention and energy from the primary substitute task 
for process of bereavement. . 

Preliminary and anecdotal research findings describing the effects of 
homicide on bereavement have included the murder of children (Burgess, 
1975; Lehrman, 1956; Rynearson, 1984; Sheskin & Wallace, 1976). How 
one defines “child” must be relatively arbitrary, since that assignation 
will always be applied by parents and older extended family members 
of the victim. They all shared in varying degrees the intense attachment 
bonding during the victim’s childhood, which remains internalized no 
matter the age of the victim. When the victim’s immaturity has not 
allowed physical and emotional separation from the family unit, which 
in our culture has not been established until late adolescence, then the 
victim is in an active, mutually accepted role of “child.” The traumatic 
loss of this developmentally intense and vulnerable attachment with a 
thild is followed by a painful and prolonged syndrome of readjustment. 

gh this syndrome has a strong empirical foundation, we cannot 

cite systematic, rigorously controlled data that would allow quantitative 

ts, At this stage of investigation, clinical research has suggested 

lis differentiation from other forms of gear gaa ir parame 
descriptive signs and symptoms, without a firm explanatory 

Model. Specific phe “i affect (fear and rage), cognition caer P 

-_ tages of homicidal dying), and behaviors (hypervigilance, = rd 

Poses, avoidance of violence, and retribution) present ee noe vad 
mt after a homicidal loss as epiphenomena of the act of ho , 
‘*Pecific reactions commonly last one to two years. 


ality of a senseless 
stability of parents 
nergism of tragedy. 
Ormally maintained 
hould celebrate and 


of a chi 


with bereavemen 
rently rela 
guilt), there are affects ra a awareness 


x ion to the affects commonly associated 
io nce of the death. A pervasive fear 
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yeral years. Anger is another invariay 
iable 


of the murder and lasts for se 
. «do The bereaved views the homicid 
e as 


affect associated with homicide. 
a purposeful, 
murderer as 
anger toward 

(sometimes coincident with trial and punishment), eeaenever 4 
pears. t disap. 


Cognitions 


The presence of intrusive, repetitive images 0 ici 

appear as “flashbacks.” The aes focus boric “ie ate vn dying 
of the victim during the last minutes of his life. The anbidd stn 
of homicide are so central that they interfere with tee: ell 
eon Se Sealant and thought sequencing are sted for 6 
Zehir of pescheder nin eee ep: Vivid recuring 
nightmares in which the bereaved are SE cine murderer. oq 


Behaviors 


There is an i : 
ance of apn ena anticipation and protective avo! 
following a Puke a ance and startle reactions last 6 to 12 months 
intense during the first ompulsive behaviors of self-protection 2° © 
range of territorial and a of bereavement that the subject's ustel 
surroundings are Sp atiny iative behaviors is constricted Unfamiliar 
Strangers are avoided vented. Home becomes a protective fortress 
and tangible assurance “so there is a compulsive need for the roxitit 
com in wi 
with police to investigate the Eeioder Met te pete 


the murderer 
. Later th 

romise j ere , 
the ta ais amen involvement in judicial acts ' 
expla he , 
a es iaienaa of homicide upon bereavement 4 
and oo oe models (Rynearson, 1986): 
ae oe Wentihcation, ene, denial of deat wi 

ay Sr ite pag be not serve as explanatory prine _ 


Rea Signs and s 
te better, S ymptoms. A more inclusive psychol0B 


re not 


H $l 


survived, a to horrific, life-threate™™ 
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psychological a 

post-traumatic stress disorder describes Psychol 
rauma consisting of hyperreactivity (startle reacti 
pursts of anger) and recurrent intrusive recollect 
fashbacks, nightmares), alternating with a compens 
ing, constriction of affect and social functioning, a 
of control over one’s destiny (Krystal, 1974; van der Kolk, 1984). The 
traumatic stressor is here defined as an aversive Stimulus that mobilizes 
so much painful affect that psychological adaptive mechanisms are 
overwhelmed, initiating the alternating responses of hyperreactivity and 
hyporeactivity. Homicide, with its volition, violence, and suddenness, 
certainly qualifies as a traumatic stressor. 


ogical reactions to 
ons, explosive ouyt- 
ions of the trauma 
atory psychic numb- 
nd a loss of a sense 


Victimization 


This clinical reaction occurs with individuals who are deliberately 
harmed or coerced by another human being. The growing literature on 
victimization was reviewed by Ochberg (1984), who proposed a clinical 

definition: “The core concept and definition of victimization is a physical 
_ assault or threat of assault in which physical damage or violation occurs 
_ accompanied by a sense on the part of the victim of reduction in 
_ dominance and concomitant resignation or rage or both” (p. 13). Physical 
assault or threat of assault is accompanied by post-traumatic stress 
ction plus a residual attitude of resignation and/or rage. Victims 
Only experience humiliation, isolation, worthlessness, compen- 
hatred, and obsessions of vengeance. Ochberg notes that “many 
€ identify with victims although they are not literally assaulted 
mselves”’ (p. 13). This is a common finding in ee are 
ed through homicide, who now feel themselves victimized. 


#e Death Imagery 


s 1976), in his work with Hiroshima survivors, SS ie 
f intense preoccupation with the mental images © contributed 
urvivors were forced to witness. This imagery 


Gage | terms. Homicide 
ir of their own dying in oe ad volition, but 


a: ity of its vio 
L Steel imagery ‘ ere 
tos ve throu , ; 
: ae oe nce the body. Because re) 
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their psychological attachment they are left to work through an inte, 
nalized fantasy of grotesque dying. 


Despair 
of dying dispels the comforting belief that there 
lence and inhumanity. Death in this instance js 
not “fair” or peacefully accepted. It does not conform with the schema 
of natural events that was anticipated for the deceased. This is reinforced 
by the investigative and judicial institutions of our society, which force 
the bereaved to seek explanation and/or retribution. Neither explanation 
nor retribution will restore the protective illusion of safety (Rynearson, 
1981). 

These models better explain the affective, cognitive, and behavioral 
sequelae of homicide on bereavement and provide a basis for therapeutic 
strategies. 


The homicidal form 
is protection from vio 


CASE ILLUSTRATIONS 


I write primarily as a clinician interested in the treatment of individuals 
me ee families. At last count, I have cared for various family members 
ee ei a homicidal loss of over 20 children. The tabular and 
Sein fe Sak sot of this work would not contain the relevant 
Siativis se erapeutic details. Rather, I shall present case reports 

parate families who were traumatized by the murder of a 


child. Each highlights a se 
parate facet of homici i ; 5 
the bereavement and the therapeutic a, ooh a 


Case 1 


e , 
er parents helped 


as é he 
ad 

ae eveled, delirious man ey after a practice session, 4 pee 

| apprehended, ed her to death. The murder 
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paranoid schizophrenia. He had been ab 


gett or the murder and claimed he was am 
nf after the killing. 


the father never openly wept or mourned. He 
ris wile during her bereavement. The murderer's t 
came a daily preoccupation for him. When the murderer was recom- 
mitted t0 4 locked forensic ward, the father continued to create pressure 
through the press and legislature to ensure “that he would never walk 
ihe streets again. Four years later, when the murderer was released 
in spite of the father’s impassioned and enraged protest, the father 
ecame fearful “that he will kill again,” and more specifically, “that 
he will come after me now.” He began having vivid recurring nightmares 
of his daughter's dying and sought treatment for his insomnia. He was 
treated on a weekly basis and encouraged to ventilate and accept his 
long-suppressed mourning. He remained focused on his rage and frus- 
trated demands for retribution, which were acknowledged but inter- 
preted as somehow defensive—that this allowed him to remain assertive 
and externally focused to avoid his internalized sadness and helpless- 
ness. As he allowed himself to mourn and surrender his daughter's 
_ image, he also surrendered the image of himself as the protective, caring 
_ figure who would overcome his daughter's death as if it were another 
_ handicap rather than a finality. 


using Street drugs the 
nesic for hours before 


Stoically supported 
rial and sentencing 


Comment. This case highlights the unconscious persistence of care- 
ng role expectations following the homicide of a child. Retribution 
nserve as a protective displacement of unresolved bereavement. When 
lution no longer serves its defensive purpose, the suppressed be- 
me ty clearly emerges and can finally be worked through 
SSin j ated. 


Killed his father and his 13-year-old sister with a eee 
tified the police. His paranoid schizophrenia had en 
veral years, During the intervals when he was pod ig 
frightened, he had threatened his parents a wee 
frightened, the family somehow pone a "9 
reats, but they no longer accepted him on eee 
“a dreaded threat that the family ha eS 
interviewed all the remaining family me ’ 


first consulted me, months after the murder. 
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ie 
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‘tod and enraged. She and her younger sot 
he house where the murder had occurred, a 
who had moved away, phone her a 
installed heavy locks and 

and armed herself. . 
stymied by the discrepant image of her Own sor 
was now a murderer—an image that could not contain her diss 
feelings of sadness, guilt, rage, and fear. The urge for retributio 
opposed by her urge to ensure that od : ) 
confounding mixture of feelings was her conviction that she should 
somehow have prevented this tragedy—that her husband and daughter 
would still be alive if she had fulfilled her responsibility as wife and 
mother. 

The family slowly disintegrated as a unit. Subsequent reunions at 
holidays were a heavy, unspoken renewal of the fear and guilt they 
shared. Years later, these intense aftereffects of the murder subsided 
so the family members felt secure enough to separate in order to 
resurrect their own individual futures. At this time, each has moved to 
a different city, and the son who committed the murder has been 
released from the hospital and has moved back into the family home 


Comment. When homicide occurs as an intrafamily crime (as it does 
in 18% of homicides), there is a resultant dilemma of identification for 
the remaining family members. The bereaved identify not only with 
the victim, but with the murderer as well. Rage and retribution ar 
particularly ambivalent reactions to resolve. The caregiving role expec: 


aah following the death of a child in the situation of intrafamily 
omicide involve the murderer as well. 


Case 3 


She : 
er ~ ara at the time of her disappearance. The year before 
became defiant Sohes elena in her attitude and behavior. She 
nd oppositional toward her parents. She refused ' 


stay at home Reet 
asking her to oa hea aeithg school. Her family remained committed: 

: , 1 ee ; in)- 
taining a caring interchange forced to accept their impotence 1" main 


The family b ; 
word from Hatin increasingly apprehensive as weeks passed withou! 
birthday, her is she failed to call her younger brother 0" his 
longer accepted a Nts notified the police. Her disappearance was T° 

®-voluntary, She was now ae aa victim © a 
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Homict 
qhe 


who had systematically murde 
er 


3 red young female Prostitutes, 

a” kill was unwilling to accept that horrible and stigmatized pos 

the _ mother felt that so long as they had n 
. er 


ot found her remains 
€ mother Maintained 
ter’s friends to widen 
lly through the newly 
he grim Possibility of 
e family clung to the 


sibility: 5 still “hope” that the girl was alive. Th 
the rch and enlisted the help of her daugh 
daily Ee disappearance was broadcast nationa 
its SCOPE: eau for Missing Children. So long as t 
formed Bur could not be tangibly confirmed, th 
ef ibility that she was still alive. 
hopeful al considered her therapy a clandesti 
The i. bereavement and fear that her daught 
_ Bichich she and other family members 
murdered, other. The daughter has not yet reappea 
Be, hopeful that she is still alive. 
rem 


Ne Opportunity to 
er had in fact been 
colluded in hiding 
red, and the family 


i earance of a child is followed by an intense 
eis oe ened by family members long after others aban- 
. This compulsion is an enduring, caregiving behavior which 
a “ Be sioressed or refuted and delays the acceptance of the finality 
no 7 
Sie and the fear of homicide. 


TREATMENT IMPLICATIONS 


ici e presented 
ee Pee! model of bereavement after 9 aeN eee The 
fee peychological state of collapse ra tastrophic responses 
dnian will find the dynamic concepts of ae trauma and 
See 2 the.more familiar mo hi loss considers not only 
Se model based on catastrop ° homicide. The reality of 
bereavement but the overwhelming trauma o eicecaerg ener be- 
homicide is so fundamentally frightening ee 1 affects. The traumatic 
faved cannot assimilate the tee paren the child invanalliee ee 
i i on is left w 
i, en the bereaved family ts "ana violence 
ion. Bereavement thus p ic death w 
asain adaptation of a “ae the victim who 
Only rarely en, It is the eee cognitions aos F 
} ° r U ida 
in 8 hae ° ean ee startle Barer ding with 
" ahem The Se aaile interruption Of 
"fe, and retribution). 
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‘ vith yersister 
dered child leaves the bereaved ih o 
mur searching, protectiv 
came (proximity, nce, 


intensify 4 ell 
prolong and sequelae reportedly last for years. They 
e 


, ical grief. This n 
tion of pathological g 
<interpreted as reflec oe svious ambival 
* ser acute! the therapist to insist on @ — ie 
tone with the child. Although ambivalence " oe 
: ; tnerapeutic 
weaee does not necessarily serve an ee? erapeut 
pr 


se. . > 7 CeEagaarily 
P Therapy strategies for this form Beeerervement are necessarily pre 


tive, since there is no controlled prospective study to establis| 
ane NTS It follows from our conceptual model of traumatic be 
een that the techniques of support and modulation should be 


included: 


nurtura 
ecathexis. 


1. Supporting the assimilation of traumatic death. An appreciation of 
the bereaved’s capacity in accepting previous deaths or losses will clarify 
the direction and course of subsequent bereavement. Resolution wil 
include a particularized approach and sometimes avoidance of the 
internalized traumatic death. The therapist will follow the survivor's 
restorative vector, supporting and reinforcing mechanisms, that have 
allowed assimilation of death and loss in the past. Knowing the be- 
reaved’s previous experience with death or loss creates an experiential 
substrate of bereavement which will illuminate the essential differen- 
tiation of traumatic bereavement. Post-traumatic reactions and responses 
of grotesque death imagery, victimization, and despair may then be 
explored and appreciated as distinct psychological reactions to homicide. 
Understanding the natural course of bereavement and the sequelae of 
td RRO to a "seni a sense of control, anticipation, and direc: 
itoieaeaiica sa : ... be avoided, which might inappropriately 
the patient so on 1 culties. However, when the clinician knows 
oboe: Wie aleiees § as established an empathic and trusting rela- 

, clinical issues will be interpreted in the context of what 


is known 
rhe about bereavement after homicide rather than interpretation 
scious conflicts or transference 


2. Modulation. Th 
homicid e feelin 
During the early ph 
niques that evoke 


8s, thoughts, and behaviors associated with 


ide of a Child 

phe Homicide f i 
of fearfulness, startle reactions, 

nia. Cognitive, behavioral, and stress 


r ' Nn dysphoria 
sa three months and is accompanied by edie aa Sag 
depression, an antidepressant medication should be prescribed ao 
., no evidence to suggest that the judicious use of medications dist oe 


intrusive death images, and 
Management techniques may 


5, Complicating variables, Bereavement is influence 
tures of homicide: (a) When the child is killed by anot 
; confounding dilemma of identification confront 
(cae 2) (b) When the child has disappeared, the acceptance of homicide 
cannot begin until the body is found or the family tires of searching 
(case 3). Some families will never stop. (c) When the murder remains 
unsolved, as it does in 28% of homicides, the bereaved is left with an 
internalized traumatic dying that remains unbuffered by solution, pun- 
ishment, retribution, or redemption. 


d by particular fea- 
her family member, 
s the entire family 


4, Support groups. While individual and family therapy are well- 
established forms of intervention, a support group comprised of members 
who are themselves adjusting to bereavement after homicide provides 
a unique opportunity for support (Getzel, 1984), The established mem- 
bers embody the hopeful promise of recovery for new members and 
share an immediate resonance and empathy with the specific aftereffects 
of homicide, The group can also guide the new members through the 
uncharted experiences of public scrutiny with press and television and 
the investigative and judicial ordeal to come. 


Finally, the bereaved will always maintain an attachment to the dead 
child. It would be a mistaken therapeutic objective to insist on decathexis. 
Instead, the bereaved will somehow maintain involvement with others 
While maintaining an internalized relationship with the child’s image. 
Complete recovery from this traumatic form of bereavement would be 
a unrealistic goal for the patient and therapist. The reassumption of 
one’s former identity and life assumptions is forever lost. This bereave- 
Ment promises survival and eventual improvement, but the change is 

lectic rather than homeostatic. 
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the Victim of War 
and Atrocity 


The chapters that comprise this section focus our attention on three 
populations: American veterans of the Vietnam war, survivors and 
children of survivors of the Nazi concentration camps, and recent 
refugees from Southeast Asia. 

To treat the wounds of these survivors the therapist must understand 
history and culture as well as psychology. For example, the losses 
suffered by Jewish victims of Hitler’s holocaust included loss of a 
homeland, a nuclear family, an extended family, personal possessions, 
and the sense of continuity through time and space. The remarkable 
resilience of the Jewish people to persecution should not deflect attention 
from the enormity of state-sanctioned violence against them. Treating 
individual symptoms of depression, survivor guilt, anhedonia, and al- 
exithymia must be complemented with group therapy that attempts to 
teconstruct culture, cohesion, trust, and a collective sense of significance. 
The restoration of personal integrity and Jewish identity are the goals 
Of post-traumatic therapy for this population. 

By analogy, the adolescent American soldier in Vietnam endured 
State-sanctioned carnage and upon return was treated as a pariah by 

ow Americans, causing a loss of a sense of homeland, family, and 
Culture. But the perspective of the young soldier is understandably 

ftent than that of the Jewish death-camp survivor. The process of 
*ptimum reacculturation is different; the pattern of post-traumatic dis- 
,_| '8 different, Soldiers were trained to take action when aroused 
‘yd the threshold of anxiety in life-threatening situations. For eri 
he vation of the sympathetic nervous system still produces retlex 
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e or evasive. Clearly, tf 
contrast, untrain 
are more likely to fir 


L, 


t, either aggressiv 
jate in civilian life. By 
ath in captivity pa and 
and behavioral reactions blunted or :. thls e 
reactivity may be passed by parents to the nex gene r 
John Wilson, writi ut his work with Vietnam veter 

analogous, but distinctly different, therapy programs, including 
American sweat lodge ceremony that has intriguing retevanc 
survivor population. Yael Danieli, 


writing about her work with h 
survivors, describes ritualized therapy programs that promote in 
and group actualization. Bo 


th authors have, through decades of 
hand experience, learned the language of the populations they been: 
and developed models of therapy based on appreciation of histor 
culture, and psychology. 


John P. Wilson founded the Forgotten Warrior Project on Vietnam 
Veterans in 1974, then helped design and implement both the Disabled 
American Veterans and Veterans Administration readjustment counsel 
ing programs. His research interests include the study of Pearl Harbor 
survivors and Native American healing rituals for war stress. 

Yael Danieli served in the Israeli Defense Forces before emigrating 
to the United States, where she founded the Group Project for Holocaust 
Survivors and Their Children. Her research explores intergenerational 
transmission of victimization, heterogeneous adaptational styles, sur 
vivor's guilt, and the attitudes and difficulties of mental health profes- 
sionals working with survivors and children of survivors of the Nazi 
holocaust. 

The final chapter of this section, by Richard F. Mollica, reminds us 
ec ohne continue; the systematic annihilation of a culture 
Se noieais A Sage of death, torture, and forced migration 
present. Although Dr. Me — recent past, but part of the si 
bodian refugee oo reg eepeentrates on the tragedy of the al 
sada ial oni ners writing about Afghanis, Haitians, Ugandans, 
nmap ion missing persons and their families who 

ai to the United Nations, comprise the | of victims 
of gree violence in the world P e largest group 
r. ° . A « A : 

Yale Latin = ol epidemiologist and a gradual” ae 
United Kingdom and as been a Visiting Fulbright Lectum™ al 

an epidemiologic consultant to the Italian 5°" 


ernment, | 
Clinic at oN Se bh ros he founded the Indochinese Psychiat) 
School, he directs the ospital. On the faculty of Harvard ag 
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JOHN P. WILSON 


Wars disrupt the social fabric of a peaceful society. The political, 
moral, and economic systems that form the tissues of a healthy nation 
are altered by the demands and exigencies of war. Military conflict 
leaves a legacy in the psyche of those warriors who later become known 
as veterans. And although the precise content, nature, and burden of 
the legacy varies according to the roles and responsibilities of the 
combatant, it is generally the case that immersion in the grotesque 
realities of killing and destruction creates a lasting imprint in memory 
that profoundly alters an individual’s sense of humaneness and dignity. 

This chapter presents a way of thinking about those who were 
victimized by their participation in the Vietnam War. By victimized we 
do not wish to convey the impression that all Vietnam veterans were 
victims in a traditional sense of being coerced and helpless victims of 
circumstance. Although one could make such a case, it belies the 
complexities of the stressors inherent in the Vietnam War. However, 
Victimization as defined by Ochberg in Chapter 1 of this volume includes 
4 sense of humiliation. He writes, 


the victim often feels diminished, pushed down in a hierarchy of 
dominance, exploited, and invaded. These terms describe the act 
of victimization as much as they describe the ensuing feelings of 
the victim. . . . Victimization should suggest a transient state ef 
Personal disequilibrium, beginning with unanticipated Gaur €P 

ending with survivor status or reequilibration. But since we have 
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fev 


iittle language t° explain victimization anc few 
cepted rituals of support, it becomes the task of th 
normalize the process. (p. 11) 


mization applies to many of th 


War since they often were rejected, exploit 
nt and society both during and afte: 
pushed down by governme "peed | 
war. Victimization was compounded by denial o % equate benef ' 
lack of proper treatment for mental disorders associated with con 
and inadequate educational and vocational benefits. In order to 
derstand this phenomenon more precisely, it is necessary to knoy 
something about the nature of the ‘Vietnam War, the typical warrior 
who fought it, and the unsympathetic environment to which he or sh 
returned on the long road home from Southeast Asia. 


Clearly, this definition of victi 


of the Vietnam 


A COMPREHENSIVE MODEL OF HUMAN 
ADAPTATION OF TRAUMATIC EVENTS 


In recent years scholars and clinicians in the field of victimology 
have recognized, often tacitly, the necessity of a comprehensive, inter 
actional model of post-traumatic adaptive behavior (Green, Wilson, & 
Lindy, 1985; Figley, 1985; Horowitz, 1986; Wilson, Smith, & Johnson 
1985; Lazarus, DeLongis, Folkman, & Green, 1985). Building on the 
earlier models set forth by Kardiner (1959), Niederland (1968), and 
Horowitz (1976, 1979), these interactional models illustrate how different 
factors in the person (e.g., personality traits, early life experiences, family 
background, belief system, coping patterns, etc.) interact with trauma 
dimensions (e.g., severity, duration, type of injury, suddenness, etc.) and 
esd variables (e.g., attitude toward victim, support network, rituals 
n Aas at - recovery, etc.) in determining how the stressful life 
Saoatais ais ea into the self-structure. Furthermore, such " 
Heiaperiigis a Ps one to recognize that while situational variables 
influence on the -senaa “ <iq might exert their own —_ 
to be moderated by ne of the event, these are likely 
in the recovery environment : 4 s such as the degree of social PP 

Moreover, from both a th and pre-trauma personality attributes: — 
hensive model of human eoretical and pragmatic aspect, 2 compre 
advantages when treatin adaptation to extreme stress has severa 

8 victims. First, it is generic in nature and cam 
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articular theory ea . y psyc \opathology and therefore 
Pits flexibility in —. ty sone of the victim’s post-traumatic 
experienced anshe Bite Sie © Presence or absence of social 
support. In ag oe the clinician to look 
peyond personality factors and psyc opathology to understand the 
nature of the stress recovery process. 
It is difficult to listen nonjudgmentally and empathically to the dis- 
tressed, painful, intense description of traumatic events. Victims have 
undergone experiences that not only have shattered their illusion of 
invulnerability and belief in a just world, but may threaten us by 
opening our eyes to the consequences of brutality, rape, incest, combat, 
and other forms of man’s inhumanity to man. As much as we might 
want our perspective of life to reflect a vision of decency and morality, 
victims and survivors teach us that many forms of cruelty and evil 
confront ordinary people every day. And herein lies one of the paradoxes 
of clinical work with victims. The greater the willingness of the clinician 
to be open and nonjudgmental about the traumatic event and its 
emotional impact on the patient, the more the clinician will confront 
the struggle with pain, a pain that is a legacy for the victim and for 
the therapist as well. 

As Lifton (1976) and Frankel (1963) have written so eloquently, the 
task of the victim is to reformulate the meaning of the traumatic 
experience. Furthermore, as Horowitz (1979) noted, the stress recovery 
process has an expectable sequence of stages and associated sets of 
subjective imagery (e.g., rage at the source and fear of repetition). What 
determines whether or not the individual will find new meaning in life 
and successfully overcome the distressing images and affects that con- 
stitute the post-traumatic syndrome is presumed to be a function of 
ee relty styles, the severity of the trauma, and the degree of emotional 

pport. 

In summary, a comprehensive model of adaptation to extreme stress 
takes into account four major elements: (1) the nature of the traumatic 
os and the unique stressors experienced in it; (2) the personality 
lutes and coping mechanisms of the individual before, during, and 

*t the trauma; (3) the nature of the recovery environment; and (4) 

ential stages of post-traumatic cognitive processing, which are, 
™m, affected by all of the other variables. 
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THE NATURE OF STRESSORS IN THE VIETNAM 
WAR 

imulated in part by the recognition of 
SD) as a distinct survivor syndrc 
DSM-III of the American Psychiatri 


n published about the stress disord 
ell as the special nature of the war 


Kelly, 1985; Sonnenberg, Blank, & Taibott, y eee 008, 19 
For Vietnam veterans the core elements of intrusive imagery 
scenes of death, dying, injury, environmental destruction, chaos, mai 
ing caused by booby traps, repetitive capture and loss of terrain 
jectives, in a primitive, terrifying environment. More specifically, 
posure to war stress includes such diverse experiences as active killing 
of the enemy in firefights in the jungle, search-and-destroy missions 
river patrol, mortar bombing, aerial combat assaults from helicopters, 
hand-to-hand combat, long- and short-range reconnaissance work, and 
the clandestine operations of special-forces units that involved assas- 
sinations, interrogations, and counterinsurgency operations. Further- 
more, combat in the Vietnam War also included the passive witnessing 
of the carnage of war in such experiences as seeing: (1) enemy, civilian, 
and Americans dead; (2) atrocities (e.g., mutilation); (3) villages, prop- 
erty, and the earth destroyed by bombs, chemical defoliants; and (4) 
the deliberate torching of villages. Additionally, combat exposure and 
war stress also included such experiences as participating in (1) the 
body count of enemy dead; (2) atrocities; (3) helicopter medivac; (4) 
medical procedures in field hospitals; (5) graves/registration duty (i.e., 
toe staan preparation of bodies in “body bags”); and (6) the combat 
stressors mentioned above, 
hs ek to understand the impact of war stress on the 
ak ereeeny to examine the unique features of guerilla warfare, 
which is characterized by hit- E ? : aoa 
Fee ; y hit-and-run combat tactics, surprise ambushes 
xtensive use of booby traps and land mi il as the 
psychological impact of the envi aa Jes 
and rice paddies, In gueril] — stressors found in the jung* 
high level of anxiety Ee h pare unpredictable ambushes lead a 
More specifically, the un iain in anticipation of the next attact 
of the enemy: the tac pre ctability of events extended to: the location 
‘ ny; the identity of the ene i illages: 
fmers, children, women, and my in terms of whether vile” 
and the elderly were just that or actualy 


In recent years, st 
stress disorder (PT 
diagnostic status in 
many books have bee 
Vietnam veterans aS W 


¢ the Vietnam Veteran . 
standing ¢ 7 
unders 23 
+ Cong forces; the location of different types of 
viet nemy attacks (incoming mortar, rockets 


get of & seh , ambushes, sniper 
es, etc.); the reliability of South Vietnamese military forces: ie 
a J ces; 


ihe re etitive capture — of military objectives, Finally, the en- 
yigonmental stressors In runcHOning In a difficult terrain that was 
ically hot, wet, rainy, and infested with snakes, leeches, rats and 
a species native to Southeast Asia. 
are are additional attributes of the Vietnam War which contributed 
o the development of stress disorders among Vietnam veterans. As 
Wilson and Krauss (1985) have noted, the one-year tour of duty, in 
which unit membership was constantly rotating “back home” at different 
gates, often led to a “survivor mentality” concerned with completing 
safely the tour of duty rather than subscribing to a clear ideological 
purpose for fighting the war. Beyond that was the fact that the transition 
fom the war zone to the front porch of home took, on the average, 
less than 36 hours. In this transition time there was no systematic 
decompression, psychiatric counseling, or other attempts to help the 
warrior overcome combat fatigue or general emotional distress. Perhaps 
even more important from a humanitarian perspective was the absence 
of cultural rituals of reentry, recognition, and sanction for the veteran’s 
tole in the war. There were no victory parades, no homecoming cer- 
emonies, no attempts to honor the actions performed by the veteran 
in the war. 

In this regard it is appropriate to think of Vietnam veterans as victims. 
They did what they were asked to do by their government and country. 
Afterward, many became “forgotten warriors” (Wilson, 1978, 1980a). 
Thus, it is not surprising that many of them felt embittered, angry, 
used, pawns of the government, exploited, violated, stigmatized, cynical, 
and alienated. And these were young men: the average combat soldier 
was 19 years old. The stress of war taxed their ability to form a clear, 
coherent sense of personal identity; it led to a relentless questioning 
about the meaning and purpose of life; it often destroyed or changed 
personal belief and ideological systems; it robbed many of their youth 
and naiveté; it made profoundly difficult the normal sequence of early 
adulthood development (e.g., identity, intimacy, generativity); and it 
Made finding a niche in society a doubly demanding responsibility since 
_ War stress often left a distressing psychic legacy, which, in turn, 
Mensified, compounded, and aggravated the stages of psychosocial 
. elopment (e.g., Wilson, 1980a; Figley & Leventman, 1980; Card, 
*83; Wilson, Smith, & Johnson, 1985). 
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NORMATIVE IDENTITY DIFFUSION AND PTSD 


9 


pical Vietnam combatant was 1 } years ol 
nd yet important question. How do high |. 
and war stress impact on the stage-specific 
exposure t this point in the life-cycle? To answer: 
eat oA know the nature of the normal psychosocia 
a coae this time of late adolescence and the transitior 
see As many clinicians and scholars have noted, the tranci; 
ie adulthood occurs between the years of 17 to 25 (Erikson, 19¢ 
Levinson, 1978). Typically, this period of ego development contains ; 
number of normative “tasks” that the individual must confront in th 
process of establishing a coherent and reasonably stable sense of identit 
and self-esteem. These tasks include: (1) separation from parents; (2 
the initial formulation of a career plan; (3) the development of defined 
patterns of interdependence with others that are congruent with per 
sonality dynamics; (4) the process of making commitments to initial 
career and life-style choices; (5) the formulation of a broader sense of 
ideological perspectives in terms of political, moral, and social issues 
and (6) integrating all of the above into an identity structure that has 
a “sense of continuity and self-sameness through time” (Erikson, 1968 
such that future aspirations, hopes, and dreams seem reachable. 
However, in the case of Vietnam veterans it has been suggested 
(Wilson, 1978, 1980a; Wilson, Smith, & Johnson, 1985; Wilson & Krauss 
1985; Haley, 1985) that the nature of the Vietnam War (particularly the 
lack of a clear-cut sense of purpose and the unique war stressors) and 
the absence of ritual welcome, honor, and transformation of the warrior 
identity into a new set of responsibilities produced widespread ident) 
S viata Se this era of veterans. In this regard one can Lan 
ihe tee ni st lentity diffusion since the stressors of war negatively oa 
de einen, _ of identity formation. Normative identity di " 
pe ee lation of career plans was delayed, igno” me 
ecause of complicati hological and econ” 
factors; (2) modes of j plicating psyc pte because 
mistrust, fear of - interdependence were not established an ng 
and emotional eeetiicr, epee se cetantiation, ad caret 
were rendered diffic * is (3) commitments to self, others: ogy 
meaning of the ae ecause of a confusion in values, an + pee! 
profoundly altered b ~~ (4) a sense of continuity of the oa dinic 
ways these aces in = i experience. In more concrete silos y 
e self-structure are expressed as a af 
ts: “I am not the same as before Nat 
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different than I as ot yey I feel like I’m much older now 
maybe 50, 60, who Knows; see like an outsider 
confused about why my buddies died and what it all meant; | think 
about the ‘Nam every day, it was the most important thing | eee did 
a of me died in Vietnam, I’m just a walking shell ¢ 
| lost my youth and innocence in ‘Nam; sometimes 
ones are still in Vietnam; I wish I could g0 back to 
it was real; I get so frustrated sometimes, I mean I’m 
trying to complete college; I wonder if I'll ever getar 
j get tired of the struggle with the VA and everyone 
understand.” 

Clearly, these and similar statements point toward the fact that among 
Vietnam veterans the stressors of war and the isolation upon coming 
home combined, in effect, to intensify and compound the usual tasks 
of early adulthood. In this way one can see a common dilemma for 
many of these men and women: the war was the place where their 
first adult responsibilities and “hands-on” job experiences took place. 
Despite the traumas of war, for many of the 18- to 20-year-olds, Vietnam 
was real, exciting, intense, adventuresome, and meaningful because of 
the bonding with others in life-and-death situations. Indeed, one di- 
mension of stress and adaptation in this population is the strong adherence 
fo the warrior role because that was the core identity which developed at 
a critical stage of life. At the deeper levels of consciousness many of 
these individuals fear that if they let go of being Vietnam veterans 
they will have nothing left to their souls. In this regard it must be 
understood that PTSD may be far more than a process of reactive 
transformation, but rather an integral part of intrapsychic development. 
Thus, a central task of treatment, after working through the painful 
and unresolved issues of war stress, is to facilitate the development of 
a healthy self-concept that can encompass the old self, the ‘Nam self, 
and a newly integrated self. 


I don’t fit in; |’ 


of my former self; 
I think the lucky 
Vietnam, at least 
37 years old and 
eal job someday; 
else, they don’t 


PTSD AMONG VIETNAM VETERANS 


_As defined in DSM-III and DSM-III-R, PTSD is characterized by 
voluntary and distressing intrusive images, dissociative states of oe 
Sclousness, distressing affective flooding, physiological hyperarousal, an 
siconscious behavioral reenactments of the event. These pak ca 
eptesent the complex interplay between the cognitive processing © 
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ohormonal mechanisms that 
stress disorder (Chapter 2) 
summary of the symptoms ‘sf 
m clusters are ae zo the 
Specinbe” lytical studies of the inter 
Pr ane aes {Wilson & Krauss, 1985). Addi 
PTSD in a m clusters is classified according to the revised 
of the on third Diagnostic and Statistical Manual (DSM-| 
puters Psychiatric Association (1987). “a 

f PTSD are shared by many victim populatio, 


core features O ! : 
sect there are unique features of PTSD in different survivor po, 
ulations that result from the nature of the stressors in the trauma 


event, the person's role in the trauma (e.g., agent or victim), and the 
nature of the recovery environment. Thus, some of the attributes o 
PTSD among Vietnam veterans would not be found in veterans 
World War II or other victim populations. 
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THE DIMENSIONS AND DYNAMICS OF PTSD 
Depression/Search for Meaning/Identity Confusion 


Among clinicians who have treated Vietnam veterans it is a common 
observation that depression is a major component of PTSD. Man) 
veterans feel trapped in the trauma and believe that they will never 
come home from the war. They feel helpless, hopeless, depersonalized, 
dejected, defeated, and profoundly weary of the struggle to sort out 
Sasa of the war. Typically, there is unresolved grief and strong 
mere a The feeling of loss is deeply rooted in physical, psy 
ai “28 . Say experiences associated with the war. Many men 
ate vas ey lost their identity, youth, naiveté, and beliefs in Got 

, authority, and the government in Vietnam. As a result ther? 


are feelings of : 
confu : ; ; ; 7 
matters anymore, sion, mistrust, and existential despair. Nothing 


of any real purpos 
ae selves, Mo 
of de baie oe 

Pression is accompan} ; : «dal 


imagery, S ; 
whoever Phase Some men “feel dead” at this time or stat that 
the wall (Vietnam age 7im Vietnam and that the lucky ones #5 
Where survivor emorial) in Washington, DC. In cases of PTs 


uilt j : woteran 
Built is associated with depressive states the vete! 
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s no right to live and attempt: 


errectly, to Kill himself in the hope of absolving the guilt 

‘oe Furthermore, when the depression is $0 
dead buddies. ior, the individual often develops the be! 
" This external locus of control (Rotte 
me vulnerability, which, in turn, n 
¢ numbing and avoidance response 


believe that he ha 


t control his fate. 


i f extre 
ay lead to feelings © 
atin to by increased psychi 


Anger, Rage 


It has been widely observed that many Vietnam veterans harbor ar 
intense anger. Veterans attribute this to two sources: (1) the frustrati n 
of fighting a wat that was not lost but was turned over to 4 inferio, 
army (ARVN), which was subsequently defeated by North Vietnamese 
forces, and (2) the absence of understanding or appreciation by the 
government and the country for fighting in Southeast Asia. 

In the first instance many Vietnam veterans feel that they were used 
by the government in Vietnam: they were mere pawns in the politicians 
economic games. A total of 58,000 soldiers died and over 300,000 were 
wounded for reasons that are still unclear. Beyond that is the fact that 
for many men, especially those with heavy combat exposure, the wat 
disrupted the sequence of early adult development (Wilson, 1980a). As 
the research studies have shown, these men achieved less educationally 
and occupationally than their cohorts who did not serve in the military 
(Egendorf et al., 1981). The same studies indicate that veterans have 
Ags high rates of divorce, arrests, and alcoholism which a 
atl > Sates premorbid, racial, or demographical factors. © 
the Rectan ch cantly disrupted their lives and made reentry int 
dal welosenc ak, extremely difficult. Moreover, the poet 0! 
Meseeiiba the * e saad and sanctioning of their sacrifices further 
is at purpelai oy le scars that men acquire from battle. Thus * 

drawn. Perh S Mat many men became embittered, angry, and wi 

wn. Nerhaps for this reason m es of retaliatio" 
(Wilson, 1980a) in which th Bp ee harbor fantasies of re" 
aS responsible for their cu oe PAY pack’ mpare aad ae! 
Over the past 10 Jeuad & trent malaise and status in society. ly 
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t the war. On the contrary, Vietnam veterans are quietly 
“UY proud 


1 10S 
they lo f ht 3} : : f 
) ey fought in Vietnam; mee J 
of the WaY they g they were good soldiers who did 


, competent job in combat. What is distressing to them is that tk 
fecision t0 pull out of Southeast Asia not only intensified the aaa: 
that it was all for nothing, but erroneously focused the sexponalbiliix 
on them as soldiers rather than on the government officials who me 
the decision. 


Intrusive Imagery /Affective Flooding 


Intrusive imagery and affective flooding describe two distinct forms 
of reliving some element of the traumatic event. Intrusive imagery refers 
io the sudden onset of images or memories of stressful experiences. As 
Horowitz (1979) has defined this process, intrusive imagery is unbidden 
and is usually associated with a heightened sense of vulnerability, 
anxiety, and feeling out of control. The images may be quick and 
fleeting or intense and prolonged, dominating consciousness and be- 
havior. In the extreme case of dissociated states of consciousness there 
are actual or symbolic reenactments of an earlier episode. Images may 
occur at night (in dreams) or during the day when awake. For Vietnam 
veterans, intrusive imagery can span the entire range of war stress from 
seeing atrocities to dead children. 

Affective flooding is the companion to intrusive imagery. Affective 
flooding means that the victim is overcome with intense, negative 
emotion: anxiety, anger, rage, sadness, depression, or remorse. Affective 
flooding can occur without intrusive imagery or memories of past events. 
In such cases, the individual’s defense mechanisms block the recognition 
of the thoughts associated with the intense emotions. These ego defenses 
include repression, denial, psychic numbing, and psychogenic amnesia. 
When there are repeated episodes of affective flooding without associated 
memories or intrusive imagery, it may be necessary for the therapist 
to help the patient connect the unconscious thoughts with their affect 
to facilitate the stress recovery process of working through the unas- 
similated components of the experience. When the resistance to this 

Ptocess is strong, it is likely that the patient fears he or she might 
decompensate and become totally out of control (i.e., enraged, helpless, 
or filled with depressive guilt). In severe cases of PTSD in wiemam 
Veterans, careful evaluation must be made to determine whether i iy 
patient requires a ‘safe’ place to “let gocnot the. traume: i Sant 

Place may be an inpatient PTSD ward in a VA hospital or - jes sone 
‘upportive therapeutic milieu where the individual is able to Pp 
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Emotional Constrictt 


In DSM-III-R (AP 
focus on 


A, 1987) the third (“C’’) set of diagnosti 


yoidance of stimuli associated with the trauma 

esponsiveness (not present before the trauma), as 
three of the following: (1) efforts to avoid 
d with the trauma; (2) efforts to avoid 


inability to recall an importan 2 trauma 
amnesia); (4) markedly diminished interest in significant activities 
(in young children, loss of recently acquired developmental skills 
such as toilet training or language skills; (5) feeling of detachment 

(6) restricted range of affect, e.g., 


or estrangement from others; 
unable to have loving feelings; (7) sense of a foreshortened future, 
e.g., child does not expect to have a career, marriage, or children, 


or a long life. (p. 250) 


These diagnostic criteria are quite useful in identifying both the forms 
of avoidance in PTSD and their internal mechanisms. Thus, avoidance 
ve eset to fall along a contiuum which may range from 
cel eh nt -_ Seki and feelings, situations, inter 
only some types of a a. activities) to selective avoidance of 
Ses view ab eae for example, rap groups with other 
and psychic distres ae the war which would trigger excessive arousd! 
such as intimate Sat Ewe ter other situations might not be avoided 
Furthermore, at re t with a supportive spouse or a significant other 
constriction, the indivi Es exe moderate to strong symptoms of emotion? 
such a oe ividual is also likely to manifest other characteristi 

$ psychic numbing, d ay 3 
decreased libido and “as esexualization (actual unresponsivenc> 
movie theaters, etc.) suite interest in sex), social phobias (crowe® 
withdrawal, loss of ¢ ee ems of concentration, social isolate” - 
and drugs. goal directedness, and self-medication with alcon™ 
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mechanism of the avoidance mechanism of pTsD is the 
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efense of denial. Although the conceptual st 
ef 5 clear OF unidimensional (Breznitz, 1983), it can tacilit 
Lave or maladaptive forms of coping (see Horowitz, 1979 — “sn 
1983, for discussions). Horowitz (1979) has delineated and inmaderan: 
sefined the signs and symptoms of denial, which include: nit 


atus of denial jc by 


avoidance of associational connections; (2) n 

Sed jevel of feeling of responses to ithe ice a oom 
sole-adherent oF stereotyped; (5) loss of reality appro vais s 
thought by switching attitudes; (6) unrealistic narrowing of atten- 
ion, vagueness, OF disavowal of stimuli; (7) inattention daze: (8) 
inflexibility or constriction of thought; (9) loss of train of thought; 
(10) loss of reality appropriacy of thought by sliding meanings; 
11) memory failure; (12) disavowal; (13) warding off trains of 
reality-oriented thought by use of fantasy. (p. 239) 


Thus, these symptoms of denial indicate the internal, cognitive pro- 
cesses that govern the individual’s adaptive behavior and responses to 
frauma-related material. When the various denial mechanisms are strong, 
they permeate all levels of psychic functioning and interpersonal be- 
havior by diminishing responsiveness to the self and the distortion, in 
one form or another, of the external world. Viewed in this perspective 
the mechanisms of denial are safety-oriented modes of information processing 
(see Aronoff & Wilson, 1985). By constricting attention, perception, 
memory, thinking, and interpersonal transactions the person creates a 
rigid and predictable mode of information processing that minimizes 
anxiety and the need to meet the requirements of unfamiliar or new 
situations, Thus, the denial mechanism is a control operation whose function 
is to enhance a sense of security and to stave off the tacit fear of being 
overwhelmed and traumatized again. However, the vulnerability of this 
defensive operation is that when control fails, the individual is likely 
to experience intrusive imagery, affective flooding, confusion, feelings 
of helplessness, identity confusion, fear of annihilation, or panic, which, 
in turn, may lead to adaptive behavior which includes hypervigilance, 
iad paranoid suspicion, isolation, or sensation-seeking tend- 

es, 
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Vietnam veterans from 
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survivors of trauma is their degree of pers 
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“! a e realities and demands of 
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dense jungles, 
replete wit 
oby traps, and a tenacious ar 


the psychic condition required f 
materials the soldier was told 

, , this is a truism in most 

a nae signifi earch-and-destroy guerilla war 
sah full of ambiguities ties regarding the enemy’s | 


and methods of attack. Thus, . ‘ 
ceptual, sensory, motor, proprioceptive, and other 


situation is that per , 
tions are heightened to the maximal degree in order 


nervous system func 
to survive. These neurosphysiological systems frequently exceeded the 
optimal level of arousal. Although there are varying thoughts about 


the long-term consequences of heightened states of arousal (see van 
der Kolk, 1984), it is possible that at a minimum there are: (1) conditioned 
Pp : 10ned 

emotional responses that Kolb, Burris, and Griffiths (1984) characterize 
as “a persisting potential for abnormal physiological arousal to any 
perceived bodily threat and the related emotional state (a physioneu- 
rosis), and (2) secondary attempts at adaptation to both the disturbed 
perceptions of the self as well as existing and pre-existing social rep- 
resentations (p. 100). Thus, this theoretical view, based on learning 
theory and cortical arousal mechanisms, suggests that hyperarousal does 
a ca easily because of the phenomena of stimulus generali- 
a ee - is is consistent with my view that hyperarousal among Viet- 
= rans is a prominent symptom because this cortical-physiological 
ite was reinforced in Vietnam by survival. S 1 al 
Bai Pole keot the soldi by al. Stated simply, hyperarousa! 
Pp soldier alive and adapted to a threatening envi- 


ronment. A similar ae 
(1984), who states hal has been put forth by de la Pena 


any environm ‘| 

of tutoenation: Shs Peace that provides an accelerated rate 
school or having to ie the brain (e.g., learning new material in 
combat experience) th entify quickly informative elements during 
sophisticated and c us has the effect of building up increasingly 
mation processin ey rusive cognitive programs for infor- 
necessity for rel Miah /or information reduction. That is, ovt of 
mation flow must al, the brain experiencing an - Soe 
information el paabaage increasingly efficient programs or 
within tolera ng in order to maintain ie cadon os rates 


ble limi 
its, ° : 
8. Construction of new cognitive (cortical) 
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models enhances the selective destruction of irre] 
information considered to be necessary for th 
ihe business survival of a combat e 


evant, redundant 
Xe task at hand . ree 
Nvironment. (pp. 111 112) 


Taking the logic of this position to its fullest imp] 
that heightened cortical arousal and the constructi 
information processing may reprogram the wa 
responds to environmental stimuli, Thus, it may be the case that 
emotional constriction and avoidance represent attempts to reduce hy- 
perarousal states by safety-oriented modes of information processing 
that is, decreased levels of information search, decreased processing 
ersistence, flexibility, and conceptual differentiation (see Aronoff é 
Wilson, 1985). The outcome of this cognitive style may then be a 
lowered level of aspiration and the inability to initiate efficacious adap- 
tive behavior. | 


lcation, is it possible 
On of new modes of 
y the nervous system 


Sensation Seeking as the Maintenance of Hyperaroused Cognitive- 
Physiological States 


One form of reliving the traumatic event among victims is the sen- 
sation-seeking syndrome (Zuckerman, 1979; Wilson & Zigelbaum, 1983). 
In the sensation syndrome the individual maintains a hyperarousal state 
that recreates or parallels the level of cortical-physiological arousal 
experienced in the trauma. Typically, such persons seek out experiences 
that are adventuresome, challenging, risky, dangerous, and exciting 
because they either maintain or induce the hyperarousal state of being. 
Viewed from psychodynamic, physiological, and cognitive-informational 
processing points of view, there are several central features and functions 
of this syndrome of post-traumatic adaptation. First, it is a form of 
Tepetition compulsion because the hyperarousal state is similar to that 
experienced in the war zone; that is, it ‘repeats’ the psychological state 
but in a different environment. Second, the hyperarousal state expe- 
tienced in sensation seeking requires a cognitive program of an accel- 
erated rate of information processing. Thus, the experiences of sensation 
seeking may activate those cognitive programs and emotional states 
that led to survival, effective coping, and organismic competency. In 

tegard there is ego mastery over the challenge, which enhances 
Sense of the self as alive, competent, and efficacious. Thus, it may 
Provide gratification of esteem needs that might not be obtained from 
More conventional pursuits. Third, it is highly likely that the activity 
level and cortical arousal induced by sensation-seeking behaviors are 
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ith increased endorphin production, whi 
eg ssant. Given that this is so, the 
es built-in neurological reinforcer 
sant, but rewards the motivation 
<i son, these individuals are referred to as ‘ sel 
f thelr subjective expressions that they need’ 
au in their personality. In this regard the 
on ctioning in that the hyperarousal sta 
reverses normal per havior. The absence of hyperarousal 


is the preferre 
often experienced as boring, 


(Lifton, 1976) that may be ac 


d_nonbeing. Finally, it is ¢ err 
syndrome is stopped for any reason, the victim typically gets depressed 


and has more episodes of intrusive imagery and nightmares and an 
intensification of anxiety and sleep disturbances. It is likely that in 
severe cases of PTSD this form of adaptation (sensation seeking) is 
primarily defensive in nature because the behaviors not only recreate 
the survivor mode of functioning, but block the cognitive processing 
of those parts of the trauma that have not been assimilated into the 


self-structure. 


associated 


as a natura 
ne contains a 


syndrom 
: s an antidepres 


Stigmatization /Alienation 


In the beginning of the chapter I noted that it is possible to think 
of Vietnam veterans as victims because of rejection, exploitation, and 
the absence of rituals to transform the warrior identity into a more 
productive set of roles in society. Instead, it was almost as if society 
placed the burden of responsibility of the war onto the shoulders of 
the veteran. Rather than recognizing their sacrifices and patriotism, the 
eh yng image was that of the tainted, drug-addicted, emotionally 
ees — eee aan & Camacho, 1980). Clearly, ths 
nwaitone a i simplistic, but it does illustrate the fact that the 
Sarat sth t . legitimacy of the war extended full circle; those 
being chastised who were called to serve their country were now 
of beginni ised for doing so. Beyond that were the very real difficulties 

eginning a career or attendi i 4 ment 
benefits, For these reaso ing school on inadequate gover™ 

angry, and mistrustful yy s mle Vietnam veterans became gh 
benevolence of tacders onal because their faith and trust in 

war and afterward. M een violated too many times during ; 
oreover, their personal struggle to sort out ! 


aa 


or deeper levels of caring for others. 


understaning the Vietnam Veteran - 

eaning of the war experiences and its impact on in 
4 ideology led to a changed world view. Now there was a heighten; 
sensitivity to justice, fairness, equity, deceit, Phoniness, lies, the a 
ower, and principles of morality. dads 
P Many Vietnam veterans realized after the war that they had ch 
and no longer fit into the conventional society they left behind 
io war. In just one year their world had been so transformed that upon 
jeturn many men and women felt like Strangers in a strange na 
Actually, the society of the 1960s and 1970s was not all at atten . 
despite rapid social change and upheaval; it was the veteran who 4 
not subscribe to many aspects of a materially oriented culture The 
realities of war, life-and-death situations, the intense bonding with 
buddies, the exercise of important decision making, and the day-to-day 
struggle to survive caused them to ask deep philosophical and psy- 
chological questions that their friends and relatives back home would 
have difficulty understanding. This struggle to formulate the meaning 
of their war experiences, as well as the fear of stigmatization if others 
were to learn about the grotesque realities of guerilla warfare, caused 
many Vietnam veterans to become psychologically isolated. Most veterans 
simply did not talk about Vietnam because they feared (as do most 
individuals who have been traumatized) that no one would understand 
what Vietnam was all about. For this and other reasons mentioned 
above, the typical individual was self-conscious about his status as a 
veteran. On the one hand, there was a secret pride in knowing that 
they did their best as soldiers who cared for their buddies in a difficult 
war; on the other hand, there was the lonely and often painful struggle 
to know whether or not it was all for nothing. 


dividual identity 


anged 
to go 


Intimacy Conflict 


Intimacy conflict occurs when the establishment or maintenance of 
ttusting interpersonal relations is impaired by the symptoms of PTSD. 
For the Vietnam veteran there are frequently anxieties associated with 
getting close to others, even spouses and children. Wilson (1980a) has 
Written that purposeful distantiation was a coping pattern developed in 
Vietnam in response to the injury or death of a member of a military 
unit, In purposeful distantiation the individual controls the degree of 
‘motional attachment by partially numbing feelings and by not per- 


mitting personal disclosure that would lead to the formation of friendship 


In this way, the emotional numbing, 


Post-Traumatic Therapy and 


244 
: 1 states 
‘ally when combined with — ral. W 
ane t the function of behavior was survival. Wilsot 
comba ; 
further indicate hat: 
d the realities of wa 
tion with death an 
ee it also created the need to know 


seful distantiane se to others. Yet, this lea 
t that maintained a psyct 
h upon coming home from 
itions of the time contributed to 
: even though purposeful distantiation was not 
ts Prolene ealthy saychosocal growth and development. Where 
this strategy of interpersonal involvement persisted the individual 
difficulties 1n establishing intimate relationships 


was likely to have 
and a sense of belonging and rootedness in a community mean- 
ingful to him or her. In its extreme form, the consequences of 


purposeful distantiation is loneliness and alienation. (p. 159) 


One of the paradoxes of PTSD among Vietnam veterans centers 
around the ego-defensive quality of purposeful distantiation. In order 
to have truly intimate interpersonal relations, the individual has to 
learn to trust, to disclose personal concerns, and to render oneself 
potentially vulnerable to hurt, rejection, and failure. However, the 
powerful presence of hyperarousal states leads to defenses against feeling 
vulnerable. One is threatened by “openness” and having no psychic 
armor against a state of “unpreparedness.” The survivor mode of func- 
tioning (i.e., hyperarousal leading to emotional constriction, depression 
affective flooding, or sensation seeking) always works against feelings of 
vulnerability, perceived threats, and being in a position of unguardedness. 
ae ies maar of PTSD is that in order to recover from the stress 
uehnde Aa me let go" of survivor mode functioning in order 
4) eee ae : i e unassimilated elements of the trauma. Howeve’ 
ancisaien ar - “a process to accomplish because survivor mode 
Biers digihcaenars ior “Sepa in the first instance. I ntrapsychical 
as death anxiety because of ‘qos be a subjectively it 
individual self will die or be ee A... petie{ that without © a 
traced back to the episodes + sal Of course, such anxieties ©" c 
present, however, many sti : a and the loss of buddies. !" ' 4 
equivalence of war aan muli and situations can have the function® 
the cognitive programs aa and activate states of hyperarousal ae 
of love relationships, th lat govern adaptive behavior. In the context 

, the illness of a child, the frustration of @ P*""" 


MEERENTIAL DIAGNOSIS: ISSUES AND NEW 


Pror to the development of DSM-IIL many cases of PTSD 


either 
t undiagnosed or were misdiagnosed, primarily 
. . : . 


: as depression par 
gnoid schizophrenia, or character and behavior disorders, This situation 
was unfortunate for several reasons. First, it shows tha 
gn inadequate history of the patient was taken which tailed to explore 
the trauma in great enough detail to link experiences in the stressful 
ife event to current symptoms, Second, it reflects a tendency to overly 
rely on diagnostic manuals to compartmentalize complex human pro- 
gesses. In part, this phenomenon is a direct product of implicit theoretical 
assumptions about mental disorders. However, in the case of war 
yeterans it has long been noted that war stress can produce massive 
and lasting changes in personality and adaptive behavior (e.g., Kardiner, 
1941; Archibald & Tuddenham, 1965). 

Perhaps no other area of research on Vietnam veterans has generated 
as much controversy as the issue of the differential diagnosis. As noted 
by others (Boulanger, 1985; Green, Wilson, & Lindy, 1985; Figley, 1978; 
Wilson, 1980a; Wilson & Krauss, 1985), the discussion of the phenomena 
of PTSD quickly draws forth ideological biases and implicit theoretical 
assumptions about the nature of stress and the psychological processes 
by which individuals perceive, evaluate, adapt to, and assimilate stressful 
life events (see also Lazarus & Folkman, 1984, for a discussion of these 
issues). More recently, Blank (1985) has written convincingly about 
imational reactions to PTSD and Vietnam veterans. As with many other 
areas of scientific inquiry, the debate over the possible clinical and life- 
course effects of combat exposure will ultimately generate more adequate 
Sets of data, new theoretical paradigms of human personality functioning 
(see Lifton, 1976, for a lucid analysis of paradigm shift), new analytical 

niques, and a variety of advancements in clinical practice, seer. 
Ment, and diagnosis, At present, however, our empirical knowledge ss 
is comparatively smaller than that which exists for other tee 
ts. Nevertheless, several important findings have emerged from 
fésearch programs. 
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pret, and Gallops feees) Have question 

First, La SM-IIl diagnostic scheme and proposec 
adequacy of the D a denial form and a reexperiencing for 
model that cou had either witnessed or participated 
Comparing men W sal: stress model had a somewhat greater pre 
they found = sa DSM-III model in terms of identifying the percenta,, 
ower wd Taattest PTSD symptoms. Furthermore, a follow-up sty, 
pase hat ubjective reactions to combat exposure, seeing Vietnamese 
revealed tha . viled and exposure to atrocities were correlated witt 
ane ea cavione of the dual-stress model. These findings are hey; 
aaa valuable because they point to the complexities in Predicting 
and differentiating PTSD among individuals exposed to qualitativel 
different stressors in the Vietnam War. Similar results have been found 
by Wilson, Smith, and Johnson (1985); Wilson and Krauss (1985); Green, 
Lindy, and Grace (1984); Gleser, Green, and Winget (1981); and Card 
(1983). 

To complicate these issues even further, the preliminary data analyses 
of Green, Lindy, and Grace (1984) found that only 13% of a treatment: 
seeking population of Vietnam veterans manifest a single diagnosis of 
PTSD. Thus, the other veterans in the sample tended to have multiple 
diagnoses or diagnoses other than PTSD. Moreover, the preliminary 
and exploratory results on the frequency of diagnosis for personality 
disorder revealed high levels of schizotypal, paranoid, and borderline 
personality disorders. These results are subject to multiple interpretations 
because of the limitations of the sample, the unstandardized question 
aM dpi os personality disorder, and other methodological prob- 
: eniniey a << limitations, the results suggest that PTSD may be 
peisenality ° ee that can alter, transform, or exacerbate core 

after the war and throughout the entire life-cycle. 
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some symptom sage behavioral responses over] 
arsonality ., a. to oe misdiagnosi 
ize that it Is very misinterpret certain respo , 
oenpTSD-related sat a mechanisms learned in anus i tte ics 
hypervigilance, isolation, guilt, aggressive reactions, mistrust, expectation 
of harm, and so forth). Although such behaviors may not be optimall 
adaptive in today’s society, they were often reinforced time and mad 
again in the jungles of Vietnam. Thus, in order to understand the 
yelationship of PTSD to personality disorders requires knowledge of 
the link between the chronic, hyperarousal state inherent in PTSD and 
remorbid personality propensities. Consistent with the approach of 
Millon and Everly (1985), personality propensity refers to the enduring, 
stable structure of personality that was formed in epigenetic development 
prior to entry into military service. Following modern personality theory 
and research (Aronoff & Wilson, 1985), personality propensities are 
partially biological in nature and the result of life course development. 
More important, persons vary reliably and predictably on the different, 
but limited, dimensions of personality structure. Thus, when we think 
about the fact that in the Vietnam War the combatant was about 19 
years old and in the stage of transition into early adulthood, it serves 
to clarify how a one-year tour of duty, replete with multiple stressor 
experiences and traumas, could impact on personality propensities and 
ego identity. For example, if the individual was extroverted, active, 
energetic, dominant, and self-confident prior to the war, he may then 
| show similar traits when coping with PTSD, if it occurs. Therefore, we 
expect to see the core symptoms of PTSD and active, forceful, and 
aggtessive modes of coping with the hyperarousal state of the stress 
syndrome, Stated in another way, traumatic stressors may leave their 
imprint on the psyche of the survivor, but how the person processes 
the trauma, both during it and afterward, is largely determined by 
Personality processes (i.e., traits, defenses, coping styles, temperament, 
intelligence) that existed before the stressful life events. 
he implication of this position of the interaction between personality 
Propensities and the response to trauma is clear in terms of making 
M-III-R diagnoses. First, it suggests that there is likely to be a great 
“al of coherency to the way in which a survivor copes with trauma. 
d, this coherency will be evident in personality functioning in a 
Way that is descernible from: (1) knowledge of the pre-trauma person- 
_) Structure; (2) the nature and role of the person in the trauma; @) 
) Situational appraisal of the trauma and initial coping response; a 
Post-trauma attempts at assimilation of the experience. Viewed in 
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that is WO  arthermore, in my clinical and for 
eterans I have found it highly common fo 
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exhibit severa’ © nality disorders. But does this necessari 
and narcissistic persone Jar attributes prior to going to Vietna; rs 
had those particu ar cera 
ane I have not found any hard evidence of a preexisting po, 
Ce ander Yet, many of these men meet the DSM-III criteria i, 
De cpersonallty disorder listed above. One way to understand this 
apparent contradiction is to note that many of the explicit diagnostic 
criteria for the personality disorders share a common variance with the 
diagnostic criteria and symptoms of PTSD. For example, in DSM-III 
schizotypal personality disorder requires that four of eight symptoms 
be present and includes such criteria as social isolation, depersonali- 
zation, constricted affect, and social anxiety, all of which characterize 
‘PTSD in Vietnam veterans (Wilson & Krauss, 1985). Similarly, the 
diagnostic criteria for paranoid personality disorder require a total of 
seven symptoms out of a possible 16, which are grouped into three 
categories: (1) mistrust of people, (2) hypersensitivity, and (3) restricted 
affect. Again, these categories are conceptually congruent with PTSD, 
More precisely, the categories contain such items as hypervigilance, 
expectation of harm, questioning the loyalty of others, readiness to 
Seen ak any threat is perceived, inability to relax, appearance 
= oN Segoe and the absence of passive, soft, tender, 
SAPTSD <end: is Shas S$ a set these symptoms overlap with those 
lated features (see DSM-III-R, p. 249). 
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centtal manifestation of PTSD in Vietnam veterans (Figley, 1978; Wilson, 

Kadushin, Boulanger, & Martin, 1982; Wilson & Krauss, 1985: 
wilson, Smith, & Johnson, 1985; Arnold, 1985). Furthermore, Millon 
and Everly (1985) have argued that personality disorders can be classified 
py their biologically based instrumental behavior patterns (proactive 
versus reactive) and the locus of reinforcement the person uses to gratify 
asic needs (e.g., independent versus dependent). This matrix approach 
then permits a detailed description of personality in terms of a person’s 
interpersonal conduct, cognitive style, affective expression, and self- 
erception. 

Thus, as applied to the understanding of the relationship of PTSD 
to personality disorders, it can be seen that a traumatic event such as 
combat exposure can impact on normal personality patterns and trans- 
form them in pathological directions which might be expressed as 
schizotypal, paranoid, borderline, antisocial, and so forth, depending 
on the nature of the pre-trauma personality structure and the stage of 
ego development (Wilson, Smith, & Johnson, 1985; Eth & Pynoos, 
1985). Furthermore, the logic of this position does not conflict with the 
traditional psychiatric view that most personality disorders are long- 
term maladaptive personality traits that originate in early social learning 
and constitutional factors. Rather, it augments and expands this theory 
by proposing that traumatic events can transform normal personality 
patterns in a variety of ways, including: (1) positive, adaptive, character 
strengthening; (2) negative, maladaptive character pathology; (3) inten- 
sification of a specific stage of ego development; (4) the development 
of PTSD without a personality disorder in an individual with no history 
of character pathology; (5) the development of PTSD and character 
pathology or other mental disorders. Clearly, future research, such as 
that now being conducted by the Research Triangle Institute on Vietnam 
Veterans, will address these issues and extend our knowledge of how 
stressful life events can affect changes in personality functioning, which 
may be transient, acute, or chronic in nature (see also Lazarus, DeLongis, 
Folkman, & Green, 1985; and Dohrenwend & Shrout, 1985, for a 

Ssion of these issues in stress and adaptation). 
In related research, Gunderson (1983) has reviewed the DSM-III 
Noses of personality disorders and concluded: 


“+ + Many of the personality disorders can be considered to exist 
®M continua or spectra that have diagnoses in either the psychotic 
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ndings of Green, Lindy, and Grace (1984), it car 
be seen that differentiating the line between PTSD ie Behizotypel 
borderline, and paranoid personality disorders among Vietnam veterans 
is often difficult because the core symptoms overlap and frequent! 
meet the diagnostic criteria of each disorder. Until a more adequate 
classification schema can be derived from theory, clinical practice, and 
empirical findings, the issue of proper differential diagnosis might not 
be resolved. However, where there is no record of premorbid character 
disorder or such tendencies in a person who has been victimized or trau- 
matized, the most cogent position is to suggest that the stressful event can 
alter the personality processes and coping patterns of the individual in 
several alternative forms. 

Consistent with the theory presented by Millon and Everly (1985) 
the traumatic event might intensify active or passive tendencies in 
personality. When there is an intensification or disinhibition of adaptive 
controls, the biologically proactive and initiating individual could man- 
ifest PTSD and antisocial, paranoid, or histrionic tendencies. When the 
JESS red load ee and reactive, he could exhibit PTSD and 
Vien sx nts ine, dependent, schizoid, and avoidant character traits. 

manner, it becomes possible to understand the various 


expressions of ; ; . 
avoidance Ses D as falling along a continuum of approach 0 


logi S of coping with the hyperaroused, neurophysi 
Pepe ore arousal patterns. If the individual's personality 
sensation-seeking aM and initiating, he will be more likely to sho 
cluding dissociated a noid, antisocial, histrionic, and acting-out (in- 
related imagery and he forms of coping with hyperarousal of trauma 

atect. On the other hand, if the personality pro 
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Fepression, emotiona’ — avoidance, borderline, and schizo- 
iypal qualities in coping wit yperarousal. Thus, true differential di- 
MF sis of PTSD must move beyond nosological categories to a mor 

integrated and differentiated approach that considers personality oe 
«088, psychosocial stages of life-span development, the nature of 
* erarousal states, and the specific content of the traumatic material 
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i¢ 
POST-TRAUMATIC TREATMEN 
APPROACHES, TECHNIQUES, AND PRINCIPLES 


OF PSYCHOTHERAPY 


Traumatic Neurosis 
When an individual has gone through a traumatic event, his nc 
psychological equilibrium is upset. The stressful life event genera 
produces feelings that include shock, numbing, anger, rage, denz 
disavowal, tension, and grief. Indeed, Freud (1963) defined tra 
neurosis as a response to excessive excitation in a short period of re 
that penetrated the protective shield of ego defenses. He wrote 


ti ee neuroses are not fundamentally the same as those 
ich occur spontaneously, which we investigate analytically and 
Be wags to treat; neither have we been successful so {2 

hope & ae them with our view on other subjects; later oF 
agreement nat where this limitation lies. Yet there is compiete 
The thames none them on one point which may be emphasize¢ 
Bierman re demonstrate very clearly that a fixation * 
patients regular! € traumatic occurrence lies at their root. The 
cases showin att ue the traumatic situation in dreams: * 
possible, it pai, . of an hysterical type in which analysis § 
duction of ¢ is sihtation 5 attack constitutes a complete repro” 
n. It is as though these persons hac * 
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subjects the mind es such a high degree of stimul 
similation al elaboration of it can no longer be effected by 

means, 5° that lasting disturbance must result in the dict poral 
of the energy 1m the mind. (p. 243) stribution 


ation that as- 


In Freud’s view, based on the economic model of neurosis, th 
raumatized ego contracts because attention is focused on thoughts rs 
feelings connected to the trauma and therefore has less psychic ener 

available for reality testing (i.e., secondary process functioning) ed 
the persistence of concerns with the trauma, accompanied by ae 
depression, sleep disturbance, and nightmares, constitutes the core oe 
ess of a traumatic neurosis. Treatment of this condition was then 
approached from the perspective of three principles: abreaction, ca- 
tharsis, and working through the unassimilated material. However, as 
Horowitz (1986) notes, clinicians during World War II placed greater 
emphasis on abreaction and catharsis, aided by hypnosis and narco- 
hypnosis, than they did on the working-through process whose focus 
was the restoration of normal, adaptive controls within the patient. A 
further theoretical assumption of this model of traumatic neurosis was 
that with adequate rest and treatment, the traumatized patient would 
return to normal functioning within a reasonable amount of time. If 
neurotic symptoms persisted, it was assumed that the trauma had 
unleashed repressed conflicts within the character structure of the person. 
Although such logic is internally consistent with an instinctual model 
of behavior, it ignores the nature of the trauma as a determinant of 


the duration of the recovery. 
Horowitz's Modern Phase-Oriented Treatment 


In recent years newer conceptualizations of PTSD and its treatment 
have developed out of the historical events and research studies of the 
last 50 years (e.g., Hiroshima, World War Il, the Nazi Holocaust, Korean 
War, Vietnam War, Buffalo Creek Dam disaster, etc,). Among the more 
systematic programs to study PTSD and psychotherapy autem: hes 
been that of Mardi Horowitz and his associates at the Center for the 
Study of Neuroses, in California. In describing the pattern ee 
Horowitz (1982) writes: 


; ings 
After a serious life event, persons usually reconsider the meaning 
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which he ass! the overall situation. In additior 

ent to ee Additior 
By te Deeks at modification of preexisting conflicts 
may be 


ficulti d defensive styles that made th, pers 

opmental en er traumatization by this particular expe, 
cag eet se ends, in part, on establishing a safe relationshj, 
ence. Os work within the therapy alters the statys - 
ae nth sgntrols. With a safe relationship and gradual mog 
the Sone controls, the patient can then proceed to reappraise 
“al 08 life event, and the meanings associated with it, ang 
BS i cisteseary revisions of his inner models of himself ang 
the aher As this reappraisal and revision take place, the person 
is in a position to make new decisions and to engage in adaptive 
actions. He can practice the altered models until they gradually 
become automatic, Overlapping with these processes is the ne- 
cessity of working through reactions to the approaching loss of 
the therapist and the therapy. (pp. 728-729) 


In his writing about stress syndromes Horowitz (1976, 1979, 1986) 
has combined the principles of psychodynamic theory with an infor- 
mation-processing model of stressful life events. This integrated model 
Proposes that there is a natural sequence of stages to the stress recovery 
Process which begins with outcry and moves on through the stages of 
avoidance, intrusive imagery, and affective flooding to a period o! 
working through wherein adaptive controls diminish the sense of being 
traumatized and cognitive reappraisal enables the person to make cor 
gtuent the self-schemata and the memories of the trauma. As a genet?! 
Summary of the task of psychotherapy, Horowitz (1986) writes: 


Modifying excessive controls, 
and Supporting weak regul 
treatment of Stress response s 
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oo peeparics of how the person hopes life will 
ae pecment invariably involves work with coping ater 
defensive strategies, Ms well as with the repertoire mentioned 
=, peer Rl ag aevels or immediate reaction or per- 
sonality are interpreted. This treatment is both specific and general, 


(p. 112) 


passing u 
turn out. 


pased on years of treating persons who were victims of trauma, Horowitz 
and his associates have evolved a set of general treatment principles 
for the phase-oriented stages of PTSD. (See Horowitz, Marmar, Krup- 
nick, Wilner, Kaltreider, & Wallerstein, 1984.) 
Among the major treatment principles identified as important to the 
eatment of PTSD are the following: (1) support, (2) modulation of 
work and activities, (3) facilitating sleep. (4) awareness of cognitive 
impairment and risk of injury as a result, (5) need for empathic listening, 
(6) educating patient about the stages of stress recovery, (7) low pressure 
during denial phase, (8) structuring time limited therapy if trauma is 
not too extreme and/or complicated by personality disorders, and (9) 
time-unlimited therapy for certain chronic stress syndromes. These 
principles of treatment recognize the dynamics of stress recovery and 
the conditions that are necessary to help the patient institute adaptive 
controls that attenuate symptoms and facilitate the process of assimi- 
lating the traumatic experience into the self-structure. Thus, it is critical 
that emotional support be present from family, friends, support groups, 
and the primary therapist. Moreover, since the victim is experiencing 
psychological disequilibration, numbing, and information overload (Green 
et al., 1985), he must be apprised that he may need to modulate work 
and leisure activities since he will be fatigued from the trauma and be 
less able to fully attend to the normal demands of work, family, and 
social life. In this regard, steps to facilitate sleep may be necessary, 
such as having a trusted friend stay in the room at night to reassure 
the patient that he will be there to offer support. Furthermore, since 
the victim often oscillates attention between trauma imagery and the 
demands of work, he may have problems of concentration and that 
puts him at risk of injury or poor job performance. 
In other ways it is important that empathic, nonjudgmental listening 
Occur in the therapeutic setting and that the patient learn about the 
Stages of the stress recovery process. Horowitz (1986) notes that during 
the denial phase 


Patients may be urged to take a one-dose-at-a-time approach, 
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\f-pace the rate of processing traumatic material. However 
ae ful event is not too severe or likely to lead to chronic streg, 
the Bearied therapy (12 to 15 weeks) may set parameters on the 
Se eet process, facilitate the therapeutic alliance, and place rea 
ble pressure on the patient to deal with what happened. Bites 
ect s of PTSD, the victim may require time-unlimited 


‘4 chronic complex case 
seasby when possible, to work through the impact of the trauma on 
personality processes. This may be especially necessary when PTSD 


coexists with personality disorders, which we know from the research 
(Green, Lindy & Grace, 1984) are common among Vietnam veterans 
who are likely to manifest schizotypal, borderline, and paranoid char- 


acteristics. 


PTSD and Personality Disorders: Complex Treatment Issues 


The victim's pre-trauma personality propensities (e.g., cognitive style, 
coping patterns, predominant traits, etc.) moderate the way in which 
the trauma is assimilated into the self-structure. Thus, psychotherapy 
has to take into account the specific ways in which these personality 
mechanisms affect the victim’s ability to deal with the trauma at each 
stage of the recovery process. However, it is difficult to know where 
the personality disorder ends and the PTSD begins. Often the two 
processes become inextricably linked. When this is the case, the therapist 
ee whether the patient is a traumatized individual who will 
Selick therapy or is one who is more character: 
behaviors that are xe ead e Ree’ re ea ot aaa 
process, or both. Thus . partially associated with the stress “eit 
gain insight into ae pe a alted therapy may help such individual's 
affected their style of ay that their character structure evolved an¢ 
be lon yle of coping with the trauma. This process is likely 

g and arduous because the es P ucture 
are So great that: (1) the char narcissistic wounds to the self-stt ae 
against these injuries (K oi te viewed - : nt 
typically weakens cont “ erg, 1984) and (2) the traumatic ev 
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. response tO the increased narcissistic injury, the victim may adopt 

gurvivor modality of ee OF intensify defensive controls associated 
with the personality disorder. In this regard, it is proper to speak of 
the personality disorder and PTSD as layered psychological processes 
shat create 2 feedback loop into each other. In this analogy, then, the 
focus of therapy is to understand the mechanisms of the loop in order 
4 determine how each phenomenon controls and regulates the other. 


Other Approaches to the Treatment of PTSD Among Vietnam Veterans 


In recent years, particularly as the research and clinical basis of 
understanding and treating PTSD has grown, a variety of therapeutic 
approaches have been developed and applied to healing and alleviating 
war stress. Generally, these approaches overlap to some extent in the 
domain of techniques used to reduce and treat the stress symptoms. 
for example, Smith (1985) and Scurfield (1985) have stated treatment 
principles that include: trust, stress management, transformation and 
reliving the war stress, education about the stress recovery process, 
management of anger, and the need for individual, group, and family 
therapy as part of the overall treatment plan. In a more behaviorally 
oriented approach, based on the principles of learning theory, systematic 
desensitization, and other applied behavioral techniques, Keane, Fair- 
bank, Caddell, Zimering, and Bender (1985) have discussed their com- 
prehensive treatment plan. This program applies implosive therapy, 
relaxation training, positive imagery training, deconditioning procedures, 
stress management techniques, and cognitive restructuring of the symp- 
toms of PTSD. One of the strengths of this program is the careful 
assessment of changes in symptom clusters associated with the different 
treatment techniques. Although there is currently insufficient knowledge 
regarding the long-term effectiveness of this approach, the preliminary 
findings suggest that the deconditioning and desensitizing procedures 
can alleviate the acute symptoms of anxiety and reexperiencing of war 
Stress. 


Figley’s Algorithmic Approach to Treatment 


In an attempt to develop a treatment approach that is generic in 
nature, Figley (1985) developed an algorithmic approach which incor- 
Porates many of the features of phase-oriented treatment, systematic 
desensitization, and rational emotive therapy. 


algorithmic approach derives its name from a procedure for 
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ce ng other things, difficultie 
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management oe aa (manage and integrate) various 
and a. rege took place during the catastrophe | 
traumatic Saltabial algorithm,” then, repetitiously uses a clinical inte, 
Ths, ste for solving or breaking through a particular psyc hological 
<n aS Applied to PTSD the psychological dilemma is most often 
dilemma. Nuss duction points during a frightening experience, Such 
cerns points of life are often forgotten, eae Or involun 
tarily, by the victim. The purpose of the algoritl mic approach is tc 
assist the client to remember not only the traumatizing points, but als, 
the circumstances surrounding the points. In the process of recalling, 
new insights emerge which purge and neutralize the traumatic nature 
of the memory. 
The treatment algorithm has four components: trauma assessment 
traumatic induction recapitulation, trauma neutralization, and trauma 


resolution. 


solving 4 mathematical probl 
involve repetition of an oper 


1. Catastrophe assessment. Pretreatment contacts will have confirmed 
at least one traumatic episode. For example, a war veteran may have 
mentioned being troubled by an incident that resulted in the death of 
a fellow combatant. Early in the treatment program the clinician helps 
the client identify as many traumatic episodes as possible and determine 
the order of severity. It is expected that many other episodes with 
Sreater severity will be determined in the treatment process. 


ae Traumatic induction recapitulation. Once the target episode is iden- 
“a we - aoe Bac and circumstances, the clinician guides the client 
sate 5 aes of the relevant experiences leading up to the particular 
priate pacing j eepement techniques are employed as needed. Appt0 
pacing 18 especially important here and in the next phase. 
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4, Trauma resolution. After all the known and rediscovered traumatic 
episodes are identified and neutralized to the extent possible, the cli- 
nician facilitates the development of a “healing theory” of the traumatic 
event. In the process five “victim questions are answered: What hap- 
ened? Why did it happen? Why did I act the way I did? Why have 
jacted the way I have since then? And, if it happens again, what will 
| do to cope? The last facet of the treatment program focuses on the 
client's self-esteem. The goal is to apply the client’s new insights in 
his or her self evaluation and identification of new goals and aspirations 


in life. 


CULTURAL CONSIDERATIONS IN THE 
TREATMENT OF PTSD 


Although PTSD undoubtedly has both biological (e.g., hyperarousal) 
and psychosocial dimensions (e.g., stigmatization and alienation), it also 
has a cultural perspective. Clearly, if it is the case that an individual 
brings to a traumatic event his or her personality style, then it is also 
true that cultural heritage will affect perception of the stressful event 
and the subsequent interpretation and processing of it. For example, 
Parson (1985) has written extensively and eloquently about ethnicity 
and traumatic stress. He has written persuasively that psychotherapy 
will not be fully effective if the therapist does not understand the ethnic 
and cultural factors that affect the patient’s processing of the traumatic 
event. He writes: 


Therapists are encouraged to study, seek supervision, re-examine 
their own ethnocentrism, and maintain an openness to learn from 
their clients. These kinds of actions, when taken by therapists, 
reflect humility and acknowledgment that their formal training 
and experience may need to be modified by incorporation of 
ethnically relevant information, training and experience. This 
awareness frees the therapist to relax his or her own ethnocultural 
defensiveness around racial and cultural issues. Therapist ethno- 
centric “blind spots” account for most of the reported under- 
utilization of mental health services by ethnic minorities. (p. 333) 
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therapist W1 1 principles mental health professionals can circumvent 
these eed and resistances that would impede progress in treating 
some O 


PTSD. 


i ji ification Rituals: 
Native American Healing and Purification 
A Spiritual Treatment for PTSD Among Vietnam Veterans 


In different cultures throughout the world religious and ritualistic 
practices have been developed to treat emotional illness, stress, and 
states of “dispiritedness.’’ These rituals have, of course, both specific 
and general purposes in terms of cultural values and psychological 
adaptation. There are rituals surrounding death (e.g., sitting, wake) 
which are designed to facilitate the expression of grief and the loss of 
a loved one. In various rites of passage the ritual serves to change 
status and identity within a group, such as the confirmation of manhood. 
Similarly, there are rituals that prepare men for battle and return from 
it, Among some Native American groups, war is regarded as an abnormal 
condition and aberration of the harmonious order of the universe. Thus, 
those who become warriors must of necessity assume a changed psy- 
chological state in order to kill the enemy and win victory so as to 
— harmony and balance in nature. However, after battle the com- 
identi Ao aan the need to return the warrior to a new role and 

in the culture. To do so ior’s acts 
of bravery and pak ian the culture honors the warrior's a 

; § rituals to purge, purify, and heal the physica 
and psychological wound : 

' es unds of war. In addition to providing a supportive 
and caring milieu for the i ; P 8 it 
and intrinsic to the gr Watrior, there is the awareness, often tac! 
into a new) mare ae that the warrior identity must be transformed 
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Psychological behaviors ae of a victimized state with debilitating 
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Generally, the shaman of the culture assumes the role of healer or 
medicine man and performs Hhuals of various types designed ere 
suffering and restore good poets ang Spirituality to the victim. Anthon 
. C. Wallace (1966), pre sistinguished anthropologist, has written a 

orts to induce an ecstatic spiritual state by crude] 
ofenipulating physiological processes are an in Bey satis 
system. Such manipulations may be classified under four major 
heading>: (1) drugs, (2) sensory deprivation, (3) mortification of 
the flesh by pain, sleeplessness and fatigue, (4) deprivation of 
food, water and air. (p. 55) 


The last three dimensions are commonly employed by various native 
American groups as part of healing and purification rituals, especially 
by the Lakota Sioux Indians in their sweat lodge ceremonies. Recently, 
Wilson (1985) has written on the efficacy and applicability of the sweat 
lodge ceremony as a form of treatment for PTSD, especially for war 
yeterans. The sweat lodge ceremony possesses physical, psychological, 
group-oriented, and spiritual dimensions that are especially useful in 
treating PTSD. More precisely, these dimensions can be summarized 
briefly as: (1) transforming the warrior identity into a more generative 
mode (Erikson, 1968), (2) establishing individual and cultural continuity, 
(3) promoting self-disclosure while physically and emotionally bonded 
to others in an environment of intense heat, sensory deprivation, and 
shared collective pain. Table 1 summarizes the changes in PTSD symp- 
tom clusters produced by the sweat lodge ceremony. 

In writing about various cultural and religious practices as a form of 
psychotherapy for the mentally ill, Wallace (1966) observes that they 
are designed to transform identity crises and maladaptive behavior. 


These rituals of salvation are, in a sense, similar to rites of passage 
because they seek to effect a change in the career line of their 
subject; conversely, rites of passage, such as the Plains Indians 
vision quest, may involve mystical phenomena In the course of 
identity change. The justification for setting aside a special category 
of salvation rituals lies in the fact that some identity crises ar 
not universally anticipated in a society and are not treated Ma 
universally applied rites of passage, but rather are more or less 
ad hoc ceremonies performed by and upon only those ea 
who “spontaneously” enter into the experience for the sake 0 
spiritual enrichment or salvation. . . . The function of ritual, in 
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TABLE 1 
he Effects of Sweat Lodge Purific ation 
me on PTSD Among Vietnam Veterans 
— Change in Sympton 
: by Purification p 
PTSD Dimension ee 
‘ Reformation of self, positive , 
. eanin , ee “ MOO 
Depression, search for m 8 enhanced sense of centering anq 
identity diffusion identity 


Tension release, relaxation, awarenc. 
focused on internal states, abjli 
concentrate 


Physical symptoms, memory 
impairment 


Sense of unity, bonding, comm 
and continuity 


UNality 


Stigmatization/alienation 


Inner calmness, acceptance of fate 


/rage A 

Cpe ((a8 release of destructive thoughts 

Sensation seeking/hyperarousal Creative channeling of need to 
enhance feeling of vitality 

Intrusive imagery/affective flooding Reformulation of reason to enter ritual 
transformation of imagery in less 
distressing direction, emotional calm 

Intimacy conflict Strong physical, psychological, and 
spiritual bonding 

Isolation Enhanced sense of unity, bonding, 
which contravenes isolation and 
aloneness 


Emotional constriction/avoidance Emotionally expressive, reduced 


numbing, counterphobic tendency 
reduced, interpersonal trust 
Source: Wilson (1985). 
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sects tee a out “on the other side,” 4 _ if the ritual 1s 
care of himself arrive at a condition that will permit him to take 
for the other ssa Perform useful services (often ritual services) 
embers of the community. (p. 206-207) 
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| ritual transformations, we can ask h ' 
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facilitates a remission of PTSD and ner 
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rreating the 5 


rhe Lakota Sweat Lodge Purification Ritual 


The Sioux ean — “Ss a purification ritual" is a religious event 
of thanksgiving ow forgiveness which is typically led by a medicine 
man of the tribe. It is regarded as a serious occasion in which spiritual 
ign, personal growth, and physical healing may take place. The 
process of purification is physical, symbolic, and metaphysical. 


The sweat lodge. The sweat lodge is a dome-shaped tent whose frame 
is constructed out of tree branches. The lodges vary in size and can 
nold between 7 and 20 men. The frame is covered with layers of 
blankets and topped with heavy canvas. The ground floor inside the 
dome is often covered with old carpeting or soft pine boughs to make 
the seating more comfortable. In the middle of the dome floor is a 
shallow pit, which has been dug out to a depth of about 4 to 12 inches. 
The pit holds rocks that have been heated in a fire located outside the 
sweat lodge. The opening to the lodge consists of a small door that is 
covered by a canvas flap. To enter the lodge the participants must 
kneel down and are instructed to crawl into the tent in a clockwise 
fashion. At the apex of the dome hang different colored cloth strips, 
which symbolize the sacred colors of the Sioux and the races of man. 

Prior to the arrival of the participants a fire is made by placing about 
16 to 30 rocks into a mound, which is encased by logs stacked upright 
in a conical shape. The fire is heated to a very hot temperature in 
preparation for the sweat lodge pit. Located between the fire and the 
dome are the ceremonial instruments, which include the sacred pipe, 
an eagle wing and feathers which lean against a small altarlike con- 
struction made out of Y-shaped supports, and a small tree branch which 
lies between them. 

When it is time to begin the ceremony, the medicine man lights a 
small amount of sage in a bowl. The smoke is fanned by the participants 
Sa the head and chest to purify the body before entering the sweat 
odge, 


The sweat lodge ritual. Inside the sweat lodge the participants sit 
ctoss-legged in a tightly packed circle around the rock pit. Using the 
antlers of a deer, the medicine man places the first six rocks into the 
pit. These rocks represent the “six grandfathers,” or the different powers 
__ 

* The author has participated in 10 sweat lodges. The views expressed here are a 
n of these experiences. 
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verse. Ac 


“Nida tent is now completely da 
is closed. The ett rocks. The medicine man 
dim glow from the about how good things can happe 
and soothing voice ether. He states that healing and PUurifica 
puts their minds oe that thé members can grow stronger by ” 
happen tonight , and suffering. He explains that all the part 
and yee in the intense heat and that all of life js , sii 
.. a walfering. Water is then ladled onto the rocks fo, .” 
: Set collectively by the — 7” Es 

One by one, in a clockwise manner, each o the Participants Offer 
his individual prayer, which often begins with the words Thank yoy 
Grandfather” and ends with “Mitakuye oyasin” (“with all beings and 
all things let us be relatives’). During the ceremony there are “fo, 
doors,” or four brief intervals during which the flap to the lodge jg 
opened, The medicine man speaks words of wisdom and Suidance at 
this time while the participants pass the wing of the eagle to fan 
themselves. Then, once again, there is darkness as the ceremony con 
tinues as more water is poured onto the rocks and the prayers resume 
At the end of the “fourth door” the ceremony concludes as the ind- 
viduals emerge into the cool air after spending an hour or longer in 
the sweat lodge. At this time the medicine man lights the sacred pipe, 
which is passed among the participants in a closing ritual. 
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treatm 2 summarizes the dimensions of th 
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limitations in this chapter, we shall 
4 bs which the sweat lodge can serve a 
eed PTSD among victimized persons, 
- rough it is undoubtedly the case tha 
= “ul in terms of its symbolic and culturally specific meaning to 
. Americans, it is our belief that it has a core psychological process 
aM universal in its effects. Although we do not wish to diminish 
- Ee cual aspects of this ritual to Native Americans, it is believed 
a Fs olled scientific studies would demonstrate the efficacy of this 
Ae as a therapeutic tool for the treatment of PTSD (see Achterberg, 
er discussion). 
ie ale lodge there is sensory deprivation caused Pi ae 
absence of light and extreme heat. As a result, attention becomes focuse 
on one’s inner state and the words of the other members as ee 
There is a lack of external stimuli and a struggle with the pain ee sa 
by the heat and cramped conditions. As the ceremony eee s, = 
is typically a loss of a sense of time, near or actual dehy ra os i 
many members report experiencing altered states of conscious 
80, for a discussion). ; : 
i ., of the lodge creates a womblike poaeuies ieee ‘eed 
duces feelings of claustrophobia and an urge to escape. How eaent 
the members are tightly packed in a circle, there eysbne = ae 
being collectively joined and physically bonded (maternally 3 a 
to others, It is difficult to move to change Reriee. sence! Ee 
gets focused on one’s inner state while listening yaks ay conte anes 
self-disclosure of the other participants. There is i sale eae 
o Powerful emotion, and the eee ae a sense of unity 
struggling with special pain. Perhaps for these r Biel ata protiodece 
‘merges out of the collective physical costes emerges an enhanced 
with others, By the end of the fourth round, t Seite a saxteninie Wha 
Sense of inner strength that one has io aie re polia Thestitial is 
nd darkness of Bee ee terscesnews ig se naked and crawl in a 
wn symbol and process: the members blike tent, Then, through 
humble and humiliating position into the wom 
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TABLE 2 
psychological Dimensions of Sweat Lodge Kitua 
Psyc he Ic PIC a 


Ritual 


Dimension of 
j Attention focused or 
of light) 7 
= : words of others; lack of social c.,, 
and external stimuli; loss of tim, 


Struggle with pain, dehydratior 


Sensory deprivation 


Extreme heat states of Consciousness 
Sst aiace Womblike atmosphere; claustrophob 
Small interior sp urge to leave; no physical moveme, 


Collectively joined and physically 
bonded 


Self-disclosure of personal concerns 


and needs; catharsis; acceptance of 
others; release 
Four “doors” or rounds of prayer Unity thema; collective suffering; 


collective sharing; enhanced sense of 
inner strength 


Participants seated tightly in circle 


Individual prayers 


Leadership of medicine man Create expectations for healing; share 
wisdom of ritual; provide sense of 
continuity; role model of spiritual 
strength 

Crawl in and out of tent naked Humiliation; humbleness; smallness; 
release; rebirth; renewal 


oF guidance of the medicine man and the process of the four rounds 

Sateen coe emerge again from the interior of the womb 

Thus, “ “Ai sense of release, rebirth, and personal renewal of cient 

esiaetade summarizes, the dispirited state of PTSD is transforme? 

centering, identi ways that can be characterized as enhanced sense 
y entity, connectedness, and emotional well-being. 
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who had ryt cca research and clinical work with Vietnam vet” 
at exposure, the following principles of therap) 
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o : r 
; sta! “centance of the oe 
Nonjuagmentss ficceptance of the Veteran 

| vee ce? 


vietnam veterans are especially sensitive about the comple 
their war experiences and are generally reluctant to eel the 

" is important that the therapist convey a nonjudgmental sien le — 
the person and what he did in the war, no matter how taal 
reprehensible, grotesque, or brutal. It is imperative 
open-minded and willing to learn about the traum 
absurdities, brutalities, and moral dilemmas. A corollary of this princip] 
is that placing conditions of worth on the patient severely limits the 
possibility of creating a Positive therapeutic alliance and helping the 
person come to terms with the painful legacy of war stress. 


aspects 


seemingly 
that the clinician be 
a of war with all its 


2, Willingness To Be Tested 


Many Vietnam veterans are reluctant to trust authority and will test 
the limits of the therapist in many different ways: intimidation, acting 
out, violation of rules, demands for self-disclosure by the professional, 
and “guerilla warfare” tactics applied to the therapeutic process. The 
dinician needs to be frank, honest, and appropriately self-disclosing 
without overidentifying with the patient in order to facilitate the ther- 
apeutic process. 


3. Transference Is a Process of Symbolic Rebonding 


In the transference process the clinician is bonded by the veteran in 
frauma-associated ways. The transference process is complex and layered 
80 that the clinician often symbolically represents: buddies from ‘Nam, 
a commanding officer, a pre-Vietnam parental figure, or a partner in 
battle at the present time (i.e., the therapist and veteran are in war 
together vis-a-vis the stress recovery process). 

Furthermore, the rebonding process is the essential condition for the 
development of deeper levels of trust which are necessary to work 

ugh the most painful and unresolved aspects of the war stress. The 
tebonding process counteracts purposeful distantiation and psychic 
numbing, 


4, The Assumption of PTSD as Caused by War Stress 


istory is achieved, 
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The Assumption of Premorbidity in PTSD and Current Sympt 
1 , 
Ss teed Will Be Counterproductive 
linician who views PTSD as a repression of neurotic anyie, 
Sa avick pathology will meet with strong resistance from Vietnam, 
cae Furthermore, the clinician with a psychodynamic bias will be 
rived by the client as fearful, reluctant, and unwilling to deal with 
Pie affect, especially anger, as well as the disclosures of the horrors 


of war. 
6. PTSD Is a Transformative Process 


PTSD is a normal pattern of adaptation to abnormally stressful life 
events, Individuals with PTSD will progress through a predictable series 
of stages in the stress recovery process. Educating the client about the 
stages and symptoms of the disorder facilitates the therapeutic alliance 
and removes the stigma and fear of mental illness. 


7. Among Vietnam Veterans PTSD Is Part of Normative Identity 
Diffusion 


saa: Vietnam veterans the stress of war produced deep and lasting 
% cri in ego identity. For many, the Vietnam experience froze them 
it <i te of the 1960s or early 1970s. Clinicians must recognize 
identity that ae veterans of this era to hold onto old adolescen' 
earlier Dhar before the war created identity diffusion. As noted 
Many individuals fear that to give up either the warrior identity 

nt, pre-Vietnam identity is to face nonbeing or death. 
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n to e coping 

Prior to the war or Bins ic behaviors that characterize OF 


8. PTSD Is Cyclical in Nature 


e0 


The str 
ess recov ‘ 
contro ery process is frequently cyclical in nature 4 , 


Is determ; 
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e the rate of assimilation of the trauma. AS such, 
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avo h, and level of disruptiveness, 
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severity, lengt ; 


9, PTSD Has a Psychogenic Amnesia Component 


Careful reconstruction of the client’s war stress nearly al 
sychogenic amnesia. The psychogenic amnesia is genera 
to the most troubling combat or war stress experiences, 
amnesia is frequently associated with affective flo 
a splitting off of the affect and the imagery (j 
repression of the material). 


Ways reveals 
lly connected 
Psychogenic 
Oding since there is 
€., dissociation and 


10. Alcohol Abuse Severely Aggravates PTSD 


Alcohol abuse impedes the stress recovery process, Alcohol abuse 
blocks the individual’s ability to feel the psychic pain necessary to 
motivate work in therapy. Additionally, excessive drinking is associated 
with: (1) states of disinhibition and hyperarousal, (2) sleep difficulties, 
(3) increased nightmares due to a loss of ego controls, (4) increased 
fatigue and decreased energy for coping, (5) states of rebound REM 
sleep with intrusive imagery and affective flooding, (6) feelings of loss 
of control and lowered self-esteem, and (7) decreased physical health. 
The clinician should explain the relation of alcohol abuse to PTSD in 
a straightforward manner. Treatment for alcoholism may be a necessity 
adjunct to other modes of therapy for successful recovery from PTSD. 


11. Locus of Responsibility for Recovery Rests with the Patient 


The clinician must mobilize the pain of the person in the recovery 
process by focusing responsibility for change onto the individual. The 
therapist must also be aware of problems of countertransference and 
therapeutic traps, which include: overidentification, overcommitment, 
over-involvement, guilt over not serving during the war, superficial 
focusing on war stories, interpreting too early, making moral judgments 
about actions of the client during the war, and avoidance of hearing 
about grotesque realities of guerilla warfare. 


12, The Recovery Process Entails the Development of Concrete Goals 
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13, The Struggle with PTSD Often Results in Positive Characte 


Out of the struggle to reformulate and transform the impact of 4 
traumatic event on the self, the individual often develops many go, 
values and character traits. Among the many attributes common | 
survivors are: honesty, integrity, sensitivity, acceptance of others, con 
cern with justice and equality, nonmaterialistic world view, inner strength 
spirituality, and the profound awareness of the basics in life. The 

become aware of the many virtues and 


clinician should help patients 
positive character traits that exist. So often the victim’s self-image is 


clouded by the trauma that their self-perspective is distorted and blocks 
the recognition of good qualities. 


14. Prosocial Action Facilitates the Recovery Process 


Research evidence (Gleser et al., 1981) indicates that involvement in 
events of a prosocial nature is associated with the stress recovery process. 
i eo, BS taal helping others appears to have a stress 
oul de 2804 u — Although there are undoubtedly many 
ada : rt or this effect, at a minimum the person is diverting 
eae Gs i rom the self while performing in a helpful way © 

eads to social reinforcement as well as to feelings of efficacy’ 


15. Recovery from PTSD Is a Lifelong Process 
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CONCLUSION 


History teaches us that it takes many years to come to a well-balanced 
and accurate analysis of the antecedent factors and consequences of a 
articular war. So, too, it may take many years of careful, longitudinal 
study to ascertain the effects of war in the lives of those who experience 
it directly as well as the impact it makes on society. However, the 
accumulated body of reliable clinical, research, and epidemiological data 
on the psychological effects of the Vietnam War point to the possibility 
of long-term psychosocial and psychiatric effects that are currently being 
discussed under the rubric of post-traumatic stress syndromes. 

In summarizing, several central concepts can be placed into per- 
spective. First, the understanding of post-traumatic adaptation requires 
acomprehensive theory of the factors that are associated with alternative 
paths of postwar coping and adaptation. This model of adaptation must 
be interactive in nature and specify as precisely as possible: (1) the 
nature of the traumatic event and the unique stressors experienced in 
it, (2) the personality and coping mechanisms of the individual before, 
during, and after the trauma, (3) the nature of the recovery environment 
in terms of support networks and social programs designed to facilitate 
the assumption of stable functioning and personal responsibility, (4) 
the sequential stages of post-traumatic cognitive processing which are 
affected, to varying degrees at varying levels, by other codetermining 
variables, 

For the youthful soldier who fought in Vietnam the war was a 
complex, surrealistic environment, often horrifying, full of existential, 
moral, and spiritual dilemmas. It was also an exciting, challenging, and 
intense experience shared in common bond with buddies locked into 
the same fate. To be sure, the arena of warfare was difficult: adversarial 
Wattiors seeking victory in ancient jungle battlegrounds that were the 
enemy's homeland, Here the Viet Cong and North Vietnamese forces 
fought for political sovereignty and ideological goals. The oe ae 
tealities of combat took on the dramatic quality of Joseph ome ; 
Novel The Heart of Darkness. Soon the language of the U.S. military 
N to reflect the face of guerilla warfare: search-and-destroy oper- 
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zones, air mobile combat eeeault, a 
6 ction of air mobile infantry units, spe 
cae short-timer, DEROS date, mede 
terinsurgency Bee ody. counts, mobile guerilla forces, and 1 
a rms, the Vietnam War was not a cor 
ugey : there were multidimensional stressor eve 
f tha helm the protective shield of the vulnerable ., 
def of 19-year-old warriors. For many the exposure tO he 
efenses lete with ambushes, fire fights, mortar bombs, booby tra, 
combat, a etc,, often resulted in the task of somehow making sen 
Sora of this was happening. Clearly, wars always leave lasting 
imprints in memory of the grotesque and brutal consequences of injur 
killing, and destruction. The critical question, of course, centers around 
how difficult the stress recovery process would be. In the case of 
Vietnam veterans the answer can be stated unequivocally: the conditions 
of the times could not have been worse in terms of facilitating the 
stress recovery process. To quote an earlier work (Wilson, 1980): 
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If you were demonic and powerful enough to want to make 
someone “crazy” following a war like Vietnam, what would be 
the worst set of social, economic, political, and psychological 
conditions you could create for the returnee? 

First, you would send a young man fresh out of high school 
to an unpopular, controversial guerilla war far away from home. 
Expose him to intensely stressful events, some so horrible that it 
ge be impossible to easily talk about them later to anyone 
in phil fellow “survivors.” To ensure maximal stress, you 
dies Apa “Oe ea = ay during which the combatant 
and emotionally supportiv singly, without a cohesive, oer 
also create the Sime, € unit with high morale. You would 
which would year rotation to instill a “survivor mentality 
sine undercut the process of ideological itment to 
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rurther, since the war itself was so difficult, you would want 
«o make sure that there were no supportive systems in society for 
him, especially among health professionals at VA hospitals who 
Coad find his nightmares and residual war-related anxieties un- 
intelligible. Finally you would want to establish a GI Bill with 
inadequate benefits to pay for education and job training, coupled 
with an economy of high inflation and unemployment. 

Last, but not least, you would want him: to feel isolated, stig- 
matized, unappreciated, and exploited for volunteering to serve 
his country. 

Tragically, of course, this scenario is not fictitious; it was the 
homecoming for most Vietnam veterans. 


Today there are hundreds of thousands of Vietnam veterans, men 
and women, who have in the past or are currently suffering from PTSD. 
As described in this chapter, PTSD is a complex psychological reaction 
fo extreme stress. Its hallmark features are reliving elements of the 
traumatic event in nightmares, distressing intrusive imagery, avoidance, 
affective flooding, and hyperarousal states. Additionally, these are typ- 
ically associated with the central mechanisms of reexperiencing the 
trauma, as well as the symptoms of depression, search for meaning, 
identity diffusion, anger, rage, emotional constriction, psychic numbing, 
intimacy conflict, stigmatization, alienation, and positive or negative 
changes in character structure and adaptive behavior. The stress recovery 
process from PTSD characteristically follows through a predictable se- 
quence of stages, which begin with denial and intrusive imagery and 
end with the restoration of adaptive controls that allow the traumatic 
experiences and the self-structure to be congruent with each other. 

Traumatic events can transform pre-trauma personality characteristics 
by producing; (1) positive, adaptive character strengthening, (2) negative, 
maladaptive character disorder, (3) intensification of stage-specific stages 
of ego development, (4) the development of PTSD without a personality 
disorder in an individual with no previous history of character pathology, 
(5) the development of PTSD and character pathology or other mental 
disorders, Moreover, one of the central difficulties in achieving an 
accurate differential diagnosis lies in the fact that many of the diagnostic 
ctiteria for PTSD overlap with other diagnostic criteria, such as those 
Or schizotypal, borderline, and paranoid personality disorder. : 

ough much has been learned in the last 15 years of social science 
h on Vietnam veterans, there are mary unanswered questions 
that remain to be raised and systematically studied. Clearly, a task of 
"© future will be to address these questions in a spirit of humane 
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Treating Survivors and 
Children of SuUrvIvor> 
of the Nazi Holocaust 


YAEL DANIEL! 


The following is excerpted with minor corrections, from a letter written 
by a survivor, E, Z., in which he refers to the intergenerational com- 
munity meetings,* one of the several therapeutic modalities offered by 
the Group Project for Holocaust Survivors and Their Children: 


It just occurred to me that I should let you know how grateful | 
am that I. . . joinfed] your wonderful [Project] even if the occasion 
for meeting the group was a sad one, the memorial for J. L. 
During the . . . meetings I attended I realized how important 
your work is in helping survivors and their family members ' 
oa with one form or other of trauma... . 
ae Bei a great satisfaction to know that J. L. received in 
moral and 5 months of his life, from you and your group, the 
time whit, pBititual support which eluded him for such a long 
EL Gand sa tied to get it from [so] many [others]. . . . But as 
, 80 much is done and spent to memorialize thé 
—---— 


* Intergener, 
by the tp rede ny meetings are one of several group experi 
f Sead Survivors and Their Children (Danieli, 1981", |” 
f ing is held every two months for all Project partic? 
their families, and newcomers, all of whom até ~ 
Past and present concerns. 
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Treat 


ead but there is no concern for the livin 
from his experience with the Project he 
tirely SO. - - - 
a be me, | felt at the meeting almost as if I fel 
family whose members, individually and collective] 
other support and advice and share their problems 
and joys, With an occasional minor quarrel or criticism thrown in 
| do not wish to miss a meeting if I can help it because there 
is love in the group and concern for the next one. One cannot 
ask for much more. . 


& suffering survivors 
] learned that that is not 


l into a big 
y, give each 
and troubles 


The Group Project for Holocaust Survivors and Their Children was 
established to counteract the profound sense of isolation and alienation 
among Holocaust survivors and their children—the most common con- 
sequences of the pervasive conspiracy of silence about their victimization 
histories which has existed between survivors, their children, and society 
since the end of World War II as a result of the pervasive negative 
societal reactions and attitudes, such as indifference, avoidance, repres- 
sion, and denial of their Holocaust experiences, that most survivors 
encountered after the war. The project was established to compensate 
for their neglect by the mental health profession—which stemmed from 
the conspiracy of silence between these individuals and psychotherapists, 
both referred to in E. Z.’s letter above. 

From its inception in 1975 by volunteer psychotherapists in the New 
York City area, the Project has recognized the vital importance of self- 
help and specialized training toward these goals and has capitalized 
on group and community therapeutic modalities. By participating in 
groups, survivors and children of survivors could at last talk about their 
memories and experiences. They were also able to explore with each 
other and comprehend the long-term consequences in their lives of the 
Holocaust and the conspiracy of silence that followed it, and share 
their feelings and current concerns (Danieli, 1982b). 

A comprehensive review of the literature on the conspiracy of silence 
between survivors and society in general, and survivors and mental 
health professionals in particular, its impact on the survivors, their 
families, and their psychotherapies, and of the author's own research 
On therapists’ difficulties in treating survivors of the Nazi Holocaust 
and their children, may be found in Danieli (1982a, 1984). 

Some excellent reviews of the psychiatric literature on the long-term 
effects of the massive traumata experienced by these remnants of 
European Jewry and of their treatment can be found in articles in Krystal 
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born after the war) began with Rakoff’s article (1966). A reviey 
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an upto date bibliography can be found in War 
ovy (1982), and Daniell (1981¢, 19824. 199 


psychological effects 
literature and 
(1979), Bergman and Juc 
Recently, concern has al 1 
tergenerational processes to the third and succeeding » 
see Rosenthal and Rosenthal 1980), The x 


eo been voiced about the transmission o 


ological in 
erations (for example, : 
nition of possible intergenerational transmission Of victimization-relatod 
pathology atill awaits admission in the next edition of the Diagnos 
and Statistical Manual of Mental Disorders. Until then, the behavior 
some children of survivors may be misdiagnosed, its etiology mi 
understood, and its treatment, at best, incomplete 


PSYCHOTHERAPY WITH HOLOCAUST 
SURVIVORS 


hee soi the literature on psychotherapy with survivors, Chodofi 
oath 4 “eae that (with some exceptions) the prevailing ton’ 
and difficulties is ytically oriented articles, “emphasizes the obstacle 
and [agrees] th © way of successful psychotherapy with [survn"’ 
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old age. According = Krystal, the most crucial of the “posttraumatic 
constellations resulting from catastrophic adult psychic trauma are 
alexithymia and anhedonia. In 1979 Krystal stated: “The two cniclie al 
signs and problems of alexithymia are: (1) Affective: Emotions m 
undifferentiated, mostly somatic and poorly verbalize 
utilizable as signals to oneself, and patients cannot tell how they feel 
The ‘expressive,’ i.e., physiological aspects of emotions manifest them- 
selves as troublesome sensations or psychosomatic illnesses, (2) Cog- 
nitive: The thinking is ‘operative’ ” (p. 29). There is an exaggerated 
emphasis on the banal and mundane details of the “things” and “facts” 
in their lives and a concomitant severe impairment and constriction of 
the capacity for wish fulfillment and drive-related fantasy. In 1982 
Krystal stated: “They also have a seriously diminished emotional in- 
yolvement with [others] and a lowered capacity for empathy [trust and 
experiencing love]. . . . There are frequently associated problems such 
as. . . impairments in the capacities for self-care, and affect tolerance” 
(p. 353). Other aftereffects he noted are: survivor guilt; shame; difficulties 
in management of rage; qualitative and quantitative deterrents to work- 
ing through their losses; and excessive use of repression, denial, psychic 
splitting, and “externalization.” 

Some of the pessimism voiced in the above literature about helping 
survivors may be due to its primarily intrapsychic bias and psychoan- 
alytical orientation. This perspective largely ignores acknowledging the 
Holocaust as a group phenomenon and the central role of “we-ness” 
in the survival and the identity of its victim/survivors, a characteristic 
that should be considered in treatment goals, techniques, and modalities. 

In providing individual, family, group, and intergenerational com- 
munity assistance, the Group Project for Holocaust Survivors and Their 
Children typically avoids institutional settings. Survivors’ resistance to 
institutions—their fear of being stigmatized, labeled crazy (stemming 
from the Nazi practice of gassing the sick or mentally ill), or considered 
emotionally damaged by their victimization—specifically precluded mak- 
Ing the Project part of a mental health facility. In general, physical 
Problems were far more acceptable to these families than psychological 
Problems, The latter threatened the parents’ need to deny the Holocaust’s 
long-term emotional effects, which they viewed as evidence of Hitler’s 
Posthumous victory. Worse, openly acknowledging their own psycho- 
logical problems or those of their children diminished their pases 
48 perfect parents and their view of their offspring as perfectly normal. 

The Project's goals, which are preventive as well as gape 
cated on two major assumptions: (1) that integration of Holoc 
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THE IMPORTANCE OF PREWAR HOLOCAUST 
HISTORY FOR TREATMENT 


It is critical to consider pre-Holocaust background to understand 
postwar adjustment. This includes the characteristics and dynamics of 
the survivor's family of origin in the pre-World War II European Jewish 
life in its heterogeneity and such demographic factors as the nationality, 
age, education, occupation, and marital and social status of the survivor 
at the onset of the Holocaust. These should be explored in psychotherapy 
with survivors and their children in order to (re)establish the sense of 
integration, rootedness, and continuity so damaged by their traumata. 
Therapy should also allow these individuals to discuss the meaning of 
being a Jew and the belief in God before and after the Holocaust 
(Danieli, 1981b, 1984). 
ee about the Holocaust greatly increases the therapist's ability 
Beta cs and their offspring. Although information cannot undo 
provide a Ties 2 in either the therapist or the patient, it does 
look for and reference that helps the therapist to know what !0 

Familiarit se types of questions to ask. 
psychological ee Ms € growing body of literature on the long-te™ 
offspring helps in th ae of the Holocaust on its survivors and the! 
sionals should eae same fashion. Nevertheless, mental health prof 
“survivors” a Bet the simple grouping of individuals as 
(Krystal & Niederland, 1968 to exhibit the same “survivor syndrom” 
nites ea ) and the expectation that children ° 
(©.g., Phillips, 1978). Ind ingly transmitted “child of survivor syndr0™” 
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absorbed their parents’ Holocaust experiences into their lives, Holocaust 

arents, iN the attempt to give children their best, taught them how 
to survive and in the process transmitted to them the life conditions 
under which they had survived the war. Thus, one finds children of 
gurvivors who psychologically, and sometimes literally, live in hiding. 
Others are always ready to escape or continuously run from relationships 
with people, from commitment to a career, or from one place of residence 
or country to another. Some keep split or double (fake) identities, Others 
adopt a resigned, “Musselman” * passivity as their mode of being in the 
world-camp. We see tireless manipulators and those who, in whatever 
they do, are resistance fighters. These modes of being are manifested 
in their language, behavior, fantasy life, and dreams. 

Like their parents, many children of survivors manifest these Holo- 
caust-derived behaviors, particularly on the anniversaries of their par- 
ents’ traumata. Moreover, some have internalized as parts of their 
identity the images of those who perished and hence live in different 
places (Europe and America) and different time zones (1942 and the 
present) simultaneously. The individual survivor's family tree and (war) 
history are crucial to understanding the survivor's offspring and should 
be explored in detail in their psychotherapies to help them separate 
and find their own identities. 


SEPARATION AS A PIVOTAL DIFFICULTY 


Holocaust experiences render the normal process of separation a 
highly complex and arduous problem in survivors’ families. During the 
war, being separated meant total and permanent loss. This meaning 
still pervades anything that may, consciously or unconsciously, represent 
a threat to the intactness of the family. A 30-year-old married daughter, 
reflecting on her difficulty in separating psychologically from her parents, 
stated poignantly, “When my mother separated from her mother [in 
Auschwitz], her mother went to the left [to the gas chambers] and my 
Mother went to the right. How could I possibly do anything like that? 

other child of a survivor constantly prevented or destroyed his success 

ause “surpassing [his] parents means leaving them behind, to die. 
frapists, often viewed as encouraging separation, must confront the 


*This term, taken from the German, was used by concentration camp inmates to 
s*Sctibe those among them who gave up and, usually, died. 
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them of the normal cycle of the generations and ages, and o 
death (Eitinget, 1980). Each family tree is laden with murderous 4. 
and losses: Indeed, the most painful and intolerable struggle ag 
all attempts at coping with and integrating the impact of the Molo p 
into the lives of these families 1s the genuine impossibility of “tes 
As one 74-year-old woman, recently widowed again ‘and ll ‘ 
survivor of a family of 72 people, put it, “Even if it takes one “# “4 
mourn each loss, and even if I live to be 107 [and mourn all ah i 
of my family], what do I do about the rest of the six eed 
. Psychological /internal liberation from the trauma of victimizati 
its effects is the ultimate goal of treatment for survivors — a 
children, and integration is its central and guiding dynamic pri “a 
Such integration can only be achieved through a full ea, 4 
perspective of the victimization experiences and their i “hy 
life space at any point in ti : pepact on one's 
yp n time. An essential aspect of th 
of such perspective is that when we s k = = eeeesinen 
victimized people, we speak of inte a of integration for severely 
life—that is, confronting and inc grating the extraordinary into one's 
that are not normally Sa aspects of human experiences 
Victimization cau 
ses a rupture i 
a state of being “stuck,” ah | - the ordinary free flow of life and 
extent, and meaning oF pis. iti eNe called fixity. The time, duration, 
adverse postvictimization ees find for the individual, as well as 
3 aciieg wound [Symonds ea including the conspiracy of silence 
isruption, disorganiz tic }), determine the elements and der 
the fixity. T anization, and disori i ity of 
y. The massive entation, and the severity 0 
ruptured continu; catastrophe of the Nazi ily 
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Holocaust experiences: “I can’t think of anything fies. *Thete ts notane 
wo live for after what happened to us.”’ Still others compulsivel g 
io current concerns and live vicariously through their ct 
example follows: 


y cling 
nildren. An 


“| keep myself busy so I don’t think. My life doesn’t matter. It is 
jl for the children. If they are happy, I am happy. When she [her 
daughter] does these things, I feel more upset than I felt in Ausch 
Auschwitz doesn’t matter.” 

Mrs. B. experienced her daughter’s rather average adolescent behavior 
gs total loss and abandonment and could not stop “obsessing over 
them” though her daughter was now in her thirties and divorced. A 
slip of the tongue during therapy, when Mrs. B. referred to her daughter 
by her murdered sister's name, helped decipher both the events Mrs. 
B, was reliving and the source and intensity of her feelings. Letting 
herself remember the last time she saw her sister and feel the acute 
bitter pain of “never [having] said goodbye” to her or to her parents 
and her utter helplessness about helping them led to a number of 
sessions where she, after years, told of her childhood in the direction 
of reviewing and reowning the totality of her life. 

The most immediate consequence in terms of her current family life 
was her growing ability to “give more space” to her two children and 
husband yet, at the same time, to share more, and more genuinely, of 
herself with them. After a family session, the daughter, in her therapy, 
began to comprehend both her own sense of burden, guilt, and helpless 
tage and the meaning of her mother’s need to control and to know 
her every move. While becoming better able to express her anger about 
her “Nazi mother” (for a discussion of affect tolerance in children of 
survivors, see Wilson, 1985), real compassion for her also grew, as did 
her curiosity about her family tree in general and the murdered aunt 
she has (unconsciously) represented and “replaced” for her mother in 
particular. 

In time it became clear that much of the mother’s fixity (on being 
always busy and “upset” in her post-Holocaust present) served as a 
defense against her uncontainable rage against the Nazis; her shame 
and fear about her identification with them and about viewing her 
daughter as a Nazi and her sister and herself as deprived adolescents, 
and her frozen grief and mourning (see also Krystal, 1975, 1978). 

Family members reported relief and a sense of liberation upon com- 

ing the parallels of their behavior and feelings with the Lia: 
tion experiences and with their history and family tree. This 


witz. 


Seon pare 


Post-Traumatic Therapy and Vj, i 


286 
er those phases of treatment which allowed « 
‘ “ae ® wm" v¥ ] ‘a 
s out of the family, “invited” and “intrody. 
‘ UCad’ 
bers through Gestalt and psychodrama technique 
{Yes 


f mourning and successful integration, 


is especially true aft 
orcism” of the Nazi 


ily mem 
murdered famuly 
and began the process 0 


TE AICO ESR AR as omen 


Had the therapist complied with ave onal + onlay Stated refusal 
to talk about the Holocaust, she wou ath de shah Mrs. B's fear 
that, to this day, it still has the power anc the destructive force to 4, 
to the B. family what it did during the war, and that there is no way 
to contain and work through the feelings associated with this part of 
their history. Therapists who comply with survivors reluctance to talk 
about their pre-Holocaust life (“It was all destroyed’) Participate jin 
depriving them of the prolife forces and sense of rootedness and 
belongingness originating from that period of their lives, 

The task of therapy, then, is to help survivors and children of survivors 
achieve integration of an experience that has halted the normal flow 
of life. Indeed, when psychotherapy dwells on certain periods in sur. 
vivors’ lives and neglects others, it hinders survivors and their offspring 
from meaningfully recreating the flow within the totality of their lives 
and may perpetuate their sense of disruption, discontinuity, and root- 
lessness (see also de Wind, 1972; Lifton, 1973, 1979), 

Integration and recovery involve the victim /survivor’s ability to de- 
velop a realistic perspective of what happened, by whom, to whom, 
“ i sewn that it happened the way it did, what was 
ot a ater 1s or her control, what could not be and why, 

personality of the events also removes the need (0 
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jiving in the camps. However, she neither complained to anyone 
nor sought medical help for her suffering. She also never completed 
het application for German restitution, 

The turning point in Mrs. K.'s treatment came when she “confessed” 
that she had been married and had given birth to a baby in the ghetto 
whom she “gave to the Nazis.” Her guilt, shame, and feeling “filthy” 
were exacerbated when she was warned after liberation by “well- 
meaning people” that if she told her new fiancé, he would never marry 
her. The baby, whom she bore and kept alive for two and a half years 
under the most horrendously inhuman conditions, was torn from her 
arms and murdered when his whimper alerted the Nazi officer that he 
was hidden under her coat, after she had already passed the selection 
for deportation and was sent to the right (to work). 

As in Mrs. B.’s case, the K. family also started sharing their history 
and communicating. It took about six months, however, of patient 
requests for her to repeat the above incident, in particular (‘‘realistic’” 
and “rational’’ attempts at convincing a survivor of his of her innocence 
tend to provide only a momentary relief at most, especially in the long- 
term and intergenerational cases), until she was able to end her ghetto 
story with “and they took the child away from me.” She then began 
to thaw her identificatory deadness and experience the missing accom- 
panying emotions of pain and grief and the realization of her existential 
helplessness and hatred, moving ultimately toward living fully in the 
present. 

Much of Mrs. K.’s healing process capitalized on sources of goodness 
and strength before and during the war, such as her spunk as a child, 
her ability to dream of her grandfather consoling her when she gave 
up in the camps, her warmth, intelligence, wonderful sense of humor, 
and reawakened sense of delight. In her case, her ability and longing 
to love were really resurrected. She fell in love with her husband, and 
they have made vacations a regular part of their lives. Initially a shy, 
isolated, and extremely depressed couple, they have become assertive 
and have taken an inspirational, leadership position in the Project's 
community, as well as in Mr. K.’s township meetings. No longer formally 
in therapy, Mrs. K. says, “I have myself back, all over again... . I 
Wasn't proud. Now I’m proud. There are some things I don’t like, but 
ve hope.” 
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An educated and contained image of the events of one’s life before, 
mng, and after victimization potentially frees one from constructing 
of oneself and humanity solely on the basis of the victimization 
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than just “feel better.” “Getting - \ Sebald adaptive, _— e 
patterns of functioning in life, involves a continuous and constan; 
unraveling and working through of the (unconscious) rigidified ang 
self-perpetuated victim/survivor context or stance. 

The diagnostic and therapeutic use of constructing a three-generation 
family tree with survivors and their offspring, although it triggers ap 
acute sense of pain and loss, serves to recreate a sense of continuit 
so damaged by their Holocaust and post-Holocaust experiences. Whether 
family therapy is feasible or not, viewing the individual within the 
dynamics of his or her family system and culture is of great therapeutic 
value. Furthermore, combining therapeutic modalities is especially help- 
ful in working through long-term and intergenerational effects of vic- 
timization. 

_ Certain features of the survivor and his or her past should be fostered 
in the course of therapy. These involve general cognitive abilities and 
a, sak ih control and mastery in the act of survival a 
humor; and area: ee Js sePe determination, Sake et 
life. These’ features es ka and love in one’s memories and curren 
experiencing, acceptin “ we oe a ability for self-soothing; — 
of wholeness, Reaiitis. and giving love and help; and attaining @ oa 
is to gain Perspective “etd These must develop if the oe 
Holocaust or other victimi = integrate other elements of his oF “s 
brutality, destruction ea sed experiences, such as evil, hate, MU” d 
dation and humiliation Ab eg indifference, chaos, helplessness, dept 
ief, Shame, tage, loss, shattered trust, and unbea'*® 


he world will listen, learn, Pep, 
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what I feel is their overuse, stereotypical attribution, and reductionist 
misinterpretation of concepts such as “survivor's guilt,” which Nieder- 
land (1961, 1764) and Krystal and Niederland (1968) described as a 
major feature of the “survivor’s syndrome,” 

In the process of therapy, therapists often misconstrue the functions 
and meanings of their patients’ experience and expression of survivor's 
uilt as a manifestation of resistance or negative therapeutic reaction. 
As a result, they tend to become intolerant of their patients’ apparent 
“stubborn” suffering, which often leads to therapeutic impasses, or 
worse, to termination of treatment. I will, therefore, point to some of 
the central meanings and functions of guilt in the survivors or their 
offspring. 

One of the most powerful functions of survivor guilt is to serve as 
a defense against intolerable existential helplessness. Being totally pas- 
sive and helpless in the face of the Holocaust is perhaps the most 
devastating experience for survivor/victims. Elsewhere (Danieli, 1981a, 
1981b) I have speculated that much of what has been termed “survivor 
guilt” may be an unconscious attempt to deny or undo this passive 
helplessness, Guilt presupposes the presence of choice and the power, 
ability, and possibility to exercise it. Guilt states, “I chose wrong. I 
could have done something [to prevent what happened] and I didn’t,” 
or “There is something I can do and if I only tried hard enough I will 
find what it is.’ 

Guilt as a defense against the experience of utter helplessness links 
both generations to the Holocaust. The children are helpless in their 
mission to undo the Holocaust both for their survivor parents and for 
themselves, This sense of failure is often generalized as “No matter 
what I do or how far I go, nothing will be good enough.” 

In addition, survivor guilt is a way of working through late mourning 
and bereavement for loss of beloved people. According to Klein (1968), 
“it also seems to serve as a means of survival in a chaotic world where 
all objects of love have been lost and where there are no people with 
whom to cry and to share one’s grief’ (pp. 234-234). Survivors fear 

t successful mourning may lead to letting go, thereby to forgetting 

dead and committing them to oblivion, which for many of them 
amounts to perpetuating Nazi crime. Thus, guilt also serves a com- 
ve function and as a vehicle of loyalty to the dead (see also 
“terba, 1968), In Elie Wiesel’s words (1979), “they have no cemetery; 
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One of the most a ! 
a reaffirmation of morality and of the world as a just and compassionate 


place. Klein (1968) views it as “restitution of lost human values, a5 
well as restoration of one’s own human image.” He states that “both 
guilt and aggression serve to restore a feeling of justice and security 
in relation to the world,” which is “in complete contrast . . . to the 
denial and rejection of any kind of guilt by the mass murderer. . .” 
and the silently acquiescent world (pp. 234-235; see also Chodoff, 
1981), The need and determination of many survivors and survivors 
offspring to bear witness expresses both their commitment to make the 
world a better place where atrocities such as the Nazi Holocaust wil 
never happen again and their belief in the moral compassion and 
responsive participation of their listeners. 
oe ales po erding and acceptance of the meaning of 
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THE GROUP MODALITY 


The unique reparative and preventive value of the group modality 
én meeting the needs of survivors and their offspring cannot be over- 
emphasized. First, group and community therapeutic modalities coun- 
reract their sense of alienation and isolation and affirm the central role 
of “we-ness’ and the need for a collective search for meaningful 
response (Danieli, 1985c). These modalities also help rebuild a sense 
of extended family and community, which were lost during the Holo- 
caust. 

Group modalities have also helped psychotherapists compensate for 
and moderate their own difficulties in treating survivors and children 
of survivors. Whereas a therapist alone may feel unable to contain or 
provide a “holding environment” (Winnicott, 1965) for his or her 
patient's feelings, the group as a unit is able to. While any particular 
intense interaction invoked by victimization memories may prove too 
overwhelming to some people present, others invariably come forth 
with a variety of helpful “holding” reactions. Thus, the group functions 
as an ideal absorptive entity for abreaction and catharsis of emotions, 
especially negative ones, that are otherwise experienced as uncontain- 
able. 

The group offers a multiplicity of options for expressing, naming, 
verbalizing, and modulating feelings. It is a safe place for exploring 
fantasies, for imagining, “inviting,” and taking on the roles of murdered 
relatives or victimizers, and for examining their significance in the 
identity of group members. Identifying and observing others’ victimi- 
zation-derived behaviors help group members recognize their own and 
enable them to use peer confrontations for change. They can safely 
test new behaviors and receive feedback about their impact on others. 
The group also encourages and demonstrates mutual caring, which 
ultimately enhances self-care in survivors and their families. For an 
evaluative description of the six types of groups offered by the Group 
Project for Holocaust Survivors and Their Children, see Danieli (1981f, 
1985b, 1985c), 

In reflecting on the contents of this chapter, I realize that what I 
have proposed is what has been described as good therapy throughout 
the history of the discipline (see also Hoppe, 1968). The need to reiterate 
these factors as the goals and principles of working with survivors of 
the Nazi Holocaust and their offspring perhaps attests to the crippling 

of countertransference, which often renders the therapist unable 
ten, a necessary condition for fulfilling his/her therapeutic contract. 

systematic examination (Danieli, 1982a) of psychotherapists’ “coun- 


Ce eh ee 


Vee eer 


wre 


a! 
ty 

t 

ee 

i 

ro 


> 


niemmetacnt, 4 tO 
SE re Se 


é 
be: 


nl 


Post-Traumatic Therapy and Victims of y.. 


 yeactions and attitudes strongly suggests that the sour. 
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The Trauma Story: 

the Psychiatric Care of 
refugee Survivors of 
Violence and Torture 


RICHARD F. MOLLICA 


THE CLINIC’S HISTORY AND METHODS 


During the year of the snake, the God of the Sun came to stay 
in my body. It made my body shaky all over—and I fainted. 
Upon awakening, I can remember as | opened my eyes that it 
was very dark. I then went to the rice fields to find someone to 
ask them what time it was. A voice shouted 10 o'clock. Suddenly, 
the owls began to cry and all the animals which represented death 
were howling all around me. I could also barely see a small group 
of people whispering to each other in the forest. I became so 
frightened that I tried to calm myself by praying to all the Gods 
and the angels in heaven to protect me from danger. I was so 
paralyzed with fear that I was unable to walk either backwards 


or forwards. 
I came to settle in East Boston near the ocean. Now when I 


—_ 
of the Indochinese 


This chapter reflects the innovative clinical work of all members 
ychiatry Clinic. Special acknowledgments are due the clinics’ other founding members— 
Lavelle, LICSW, Binh Tu, and Ter Yang. Case 2 was prepared by IPC clinician 
aed Utoft, R.N., M.S. The review of the outcome studies was assisted by Mary Harvey, 
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n American who dresses in black wajz;. 
n I was in my sponsor's house, | },.° 
Year of the Cow, I would like 4, 
this vision. ° fo help me puild a temple which will be |, "se 
Pol Pot soldiers killed my childre, 


Since the ; <e 

Sepressed that all I can think about is just to build ; 
Eat press God appeared to me again the other day, ang 
temple— to build a temple. Please help me make my dream 


do not think I can live any more. 


This plea for help was given to the author by an elderly Cambogdja, 
widow who had lost her husband and most of her extended family 
during the Khmer Rouge regime (1975-1979). It took many years before 
we could hear the requests and the stories of our Indochinese patients 
Primo Levi, in his book Se questo é un uomo (Survival in Auschwitn) 
(Levi, 1986), describes the two most recurrent dreams experienced by 
himself and his fellow concentration camp survivors in Nazi Germany, 
One dream was about eating. The prisoners would dream about eating 
in their sleep—moving their empty mouths and grinding their teeth as 
imaginary food briefly healed their aching and hungry bellies. In the 
second dream, the prisoners had returned home and were sharing with 
— families their concentration camp experiences. But, no one would 
isten. 


It is an intense pleasure, physical, inexpressible to be at home 
ate friendly people and to have so Sinny things to recount; 
fact ee not help noticing that my listeners do not follow me. In 
other nie as ord soca’ indifferent; they speak confidently of 
up and 4cy as if I were not there. My sister looks at me, gets 

goes away without a word—the grief is unbearable. (p. 60) 


When 
we founded the Indochinese Psychiatry Clinic (IPC) (Scientific 


American, 19 

and nat eo = years ago, we had no idea of the types of stones 

retrospect, this ioe oe encounter over the next few yeals. In 

Hmong colleagu @d perspective was somewhat surprising since 0” 
gue had led his tribe out of Laos under heavy guni 
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* ss trom ot patient, Although we had had numerous 
refugee referrals from our medical colleagues over the previous ee 


nths, no one showed up to the psychiatry service. F 

. Sed that Indochinese refugees are ap ahlenad ee ica 

ll tend to avoid “psychiatry” bec Bera ore 
and W , ; ¥ ause of the stigmatization 
associated with mental illness as well as the fear that a psychiatric 
diagnosis will negatively affect their citizenship status. In response to 
these fears, We moved our clinic to the primary-care setting. 

Our first patient was a Vietnamese woman whose daughter had been 
kidnapped at sea by Thai pirates. This young girl was still missing 
Next were two Vietnamese women who had been referred to us because 
poth had been raped at sea by Thai pirates and had recently attempted 
suicide by taking overdoses of pills. Our initial psychiatric evaluation 
included an extensive social history and traditional mental status ex- 
amination. The two suicidal Vietnamese women were especially over- 
whelmed by the “brutal” force of our examination. Neither returned 
to the clinic after the first meeting. One of them was courteous enough 
to call us to tell us that we had made her feel worse than her original 
state prior to the meeting. 

Our fourth patient was a Cambodian widow. After six months of 
treatment for a serious depression, she revealed to us that her parents 
had been disemboweled in front of her. She had been beaten on the 
head; then, she was thrown unconscious by the Pol Pot troops on the 
bodies of her relatives. She was left to die. Our traditional American 
psychiatric training had left us totally unprepared to deal with these 
tragedies. During the first year in our clinic, we were bewildered by 
“what to do?” Yet, many patients continued to flow into the clinic 
quiet and depressed. 

The clinic atmosphere the first year was somber. It had the emotional 
atmosphere of a funeral. The morning following the Tuesday clinic, 
none of us could easily awaken from our labored sleep. Naively, we 
all accepted (and still accept) this phenomenon as part of our job. Little 
by little, like pebbles of sand poured into a pile on the beach, we 
began to listen to the stories of our patients’ lives. Our clinic's academic 
goals also changed as we shifted our emphasis from our public service 
goals to caring for refugee survivors of violent and traumatic mr 
Finally, after the completion of our outcome study (which se © 
our patients and their social and psychological responses to our © = 
we acknowledged that the majority of our patients had. been torture 
(Mollica, Wyshak, Coelho, & Lavelle, 1985b). Tidus 
The psychiatric care of the survivors of mass violence and tor 
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generation W 
by the observ 
phenomena of our refuge | ve 
the phenomena. This phenomenological approach which has 
widely applied in Europe, allows the clinician to directly enga 

experiencing the subjective experiences of his patients witho 

ducing clinical biases that might obscure what actually exists 

Franco Basaglia and his colleagues recently applied this method 
their reform of Italian psychiatry (Mollica, 1985). (“This process took 
the form of a stance that entailed ‘bracketing’ the objectifying a 
stigmatizing parameters that stifled the capacity to relate to the subjective 

experience of the Other” [Crepet and Pirella, 1985, p. 157]). For example 

if it is generally believed by Western clinicians that ‘Asians primari 
) express depressive feelings as somatic complaints” or that all victims 
of mass violence have “survival guilt,” the acceptance of these pre 

these generalizations cs might actually reaffirm the validity © 

standing of our refugee ahha patients. In developing our under 

bracketed many Paaaal held ee We when - 

: nes eld conceptual systems such as “‘Surviv\ 

and “post-traumatic stress disorder.” The brs 
pproaches for our clinic’s patients was less diffi! 
of the most effective treatment of serious traum™ 
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e patients without prejudice, we 
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ehose coping factors which contributed best to parental adjustment to 
the death of a child. Her findings, based on the longitudinal study of 
pereaved parents, revealed that the most adaptive coping mechanisms 
were active and socially directed activities, including involvement in 
altruistic projects and reinvestment of interest in another person or 
meaningful activity. Denial of the traumatic event and its counterpart 

reoccupation with the death, especially if persistent, were ainceiatnd 
with unremitting depression. Her comparison of the impact of self-help 
groups on the outcome of her study’s subjects suggested that the self- 
help groups contributed significantly to the altruistic behavior of its 
members. They might have also reduced the preoccupation of their 
members with the loss. 

The outcome findings of Vail-Williams and colleagues (Vail-Williams, 
John, & Polak, 1976; Vail-Williams & Polak, 1979) on life crises following 
sudden death in families are both impressive and sobering. Their in- 
vestigation reaffirmed the negative health effects of sudden death on 
family survivors. Yet, individuals who developed closer family rela- 
tionships experienced the most favorable outcome. Unfortunately, they 
also found that crisis intervention did not significantly improve the 
situation. Their data revealed that short-term crisis intervention that 
utilized cathartic approaches had little or no impact on the post- 
adjustment of family survivors. In fact, the crisis service may have 
actually delayed or interfered with the natural healing that occurs within 
individual families. 

Outcome research on the psychiatric care of more seriously disturbed 
trauma survivors is also limited. Lindy and his colleagues (Lindy, Green, 
Grace, & Titchener, 1983; 1986) revealed the effectiveness of psycho- 
therapy in ameliorating the symptoms of individuals developing major 
psychiatric disorders following their rescue from the Beverly Hills Supper 
Club Fire (1977). Our recent outcome study revealed major psychological 
and social improvement in 52 Indochinese patients (many who had 
been tortured) over six months of treatment (Mollica et al., 1985b). 

Our successful but limited treatment results proved encouraging to 
the IPC staff (Mollica et al., 1985b). In our clinic, lack of guidance on 
the proper treatment of traumatized and tortured refugee patients had 
led to mixtures of excitement and despair: excitement In the ioe 
discovery by both patients and staff of effective treatment approaches, 
&g., with the Cambodian women’s group (Mollica, Lavelle, & ee 
1985a); despair in the face of the futility and frustration at our ing : vs 

peutic power for many refugee patients. The alec “ ~~ 
nt approach that follows, therefore, is a summary e 
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HOPELESSNESS AND DESPAIR 


As our own experience deepened, a natural sense of humor ang 
affection began to develop between ourselves and our patients The 
funeral atmosphere was finally broken—not only after we witnessed 
that some of our patients had improved, but also after the staff rec. 
ognized that many of our patients were infecting us with their hope. 
lessness. During the first year, the major task of treatment Was to cope 
with the hopelessness of our patients. We learned that their hopeless 
feelings were extremely contagious. Initially, we perceived the total lack 
of programmatic support for our efforts from state and federal govern- 


‘ment as the cause of our despondency. Many of our patients were 


homeless; often patients could not afford their medications. Signs of 
the current disintegration of public care for the mentally ill had become 
commonplace in our state (Mollica, 1983). Yet, our service never lacked 
the political motivation to care for those who had been relegated by 
society to the “dustbin.” (Paradoxically, publicly revealing the tragedies 
of our patients’ lives to politicians and policy planners often brought 
greater social neglect.) Yet, it is still our belief that the major feelings 
of hopelessness were spread throughout the service by the trauma story 
Most of the stories of our patients were stories of hopelessness and 


despair. These stories have great power over the patients and can easily 
overwhelm the untrained listener, 


THE PSYCHIATRIC EXAMINATION 


The Treatment Setting 


trauma histor 
Y: Indochin 

ern psychiatric and 

Symptoms are the app 


; xan ive 
ealers; emotional s Fopriate domain of medical physicians and nat 
friends ng 


rvivors of Violence and Torture 
refugee 5¥ f 301 


pumiliation with their perceived need to seek h 
spirit.” These attitudes are exacerbated by n 
refugee camps which prevent refugees who have received psychiatric 
diagnoses in the camps from being resettled, Furthermore, major psy- 
chiatric disorders, if known by the U.S. Immigration Service vill ty: 
terfere with the ability of refugees to achieve citizenship status In 
response tO these problems, IPC successfully established its treatment 
offices in the primary-care setting. Confidentiality is actively discussed 
with each patient. 

The Danish investigators who created the first torture center in Europe 
initially stressed the need to avoid, in every examination and treatment 
setting, situations that might remind the survivors of torture of their 
torture experience (Genefke, 1984), 


elp for a “broken mind 
ugration policies in the 


It is necessary, therefore, that the person in touch with the victim 
possess knowledge about the torture to which the victim has been 
exposed in order to avoid situations that may induce fear. Induction 
of pain during [physical] examination must be kept at a low and 
tolerable level. If the patient for instance has undergone electrical 
torture special precautions should be taken if doing EEG or ECT. 
For victims who have been soaked in their own blood or have 
seen friends bleeding, the drawing of a blood sample can be 
traumatizing. . . . Great caution should also be taken in regard 
to exploratory procedures . . . if the victim has been tortured by 
having, e.g., bottles, batons or water forced into [the] vagina or 
rectum or has been sexually abused. (p. 2) 


Care must be taken, however, not to generalize from the torture/ 
trauma literature to individual clinical settings. For example, a Cam- 
bodian community in Boston will seek its medical and psychiatric care 
in a culturally consistent manner and will have different expectations 
of this care than Chilean exiles in Europe or torture survivors seeking 
attention in their homeland. Sensitivity to community norms conse- 
quently demands considerable personal contact of the staff with the 
refugee community. The general acceptance of the clinic’s activities by 
the community is also crucial to the success of the clinic’s activities. 


The Psychiatric Interview 


“guided” open-ended 
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heir emotional response to the exam; 
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screening instrument, the In 


Checklist-25 (H tog ( é 
ag Om The HSCL-25 uses four categories (“not at all,” “a little 


uquite a bit,” “extremely”’) 0 respond to such oan as “sudd enl 
scared for no reason?” “feeling hopeless about the future?” etc, The 
Southeast Asian refugee seems better able to respond to psychologica| 
questions that appear in the form of a medical test, such as the HSCl. 
25, rather than questions asked of them during a personal interview 
The HSCL-25 allows the patients to “put words” around their feelings 
of anxiety and depression without reliving the trauma experience through 
a personal interview in which the trauma experience is described. The 
HSCL-25 is best introduced into the psychiatric interview during the 
first session because it can help guide the evaluator toward additional 
questions. 


Evaluation and Diagnosis 


If mental health providers are to treat refugee patients, they must be 
able to diagnose depression (major affective disorder), post-traumatic 
raat disorder, organic brain syndromes, and schizophrenia. Psychiatric 
oo. not only because of cultural and linguistic barriers 
Soha set ighly traumatized patients will avoid discussing the! 
natenk 1 Seva a and trauma-related symptoms. Getting refugee 
acucOe cole about their lives is often initially extremely 
to begin their first Soa nla it is not uncommon for refugee =— 
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clinician should +, : post-traumatic stress disorder (Kolb 1986). 
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not uncommon for the trauma event to be revealed in the dream (Van 
der Kolk, Blitz, Burr, et al., 1984). It is not known, however, whether 
at not refugee patients meet all of the DSM-III criteria for PTSD, since 
many of the latter may be culture-bound symptoms, e.g,, 
guilt” (Horowitz, 1986). 


“survival 


The Indochinese Paraprofessional 


Little cross-cultural literature exists on the relationship between pa- 
tient, Western professional, and bilingual interpreter (Borus, Anastasi 
Casoni, et al., 1979). Furthermore, there have been few discussions of 
what can be learned by Western professionals from Southeast Asian 

araprofessionals within this unique triad. This lack of appreciation of 
the cultural value of the bilingual interpreter is partly due to the 
hierarchical relationship that is assumed by Western health practitioners. 
Even within the most culturally sensitive medical settings, the “inter- 
preter” is viewed simply as an extension of the diagnostic process. This 
approach, however, is seriously flawed. Indochinese paraprofessionals 
are not just “interpreters” or “translators”; they are specialized mental 
health clinicians who must move conceptually between Western models 
of disease and treatment and the unique medical and psychiatric world 
yiew of their own culture. Unless an Indochinese clinician is profes- 
sionally trained and supervised, he or she will not know how to 
adequately convey subtle medical and cultural meanings between patient 
and physician. The “interpreter” model is so frequently abused by 
physicians and hospitals that most Indochinese clinicians resent being 
treated as the physician’s personal mouthpiece, i.e., as if they were an 
inanimate medical instrument. 


Duration and Intensity of Treatment 


Highly traumatized refugee patients initially can only tolerate limited 
discussions of their lives. Scarce resources limit the ability of most staff 
to provide each patient with a standard one-hour therapy session. Using 
a brief contact model, therapy must provide continuous weekly support 
of the patient through which even the most symptomatic refugee patient 
can be safely managed as these patients develop less symptoms and a 
more hopeful attitude toward their lives. Most important, IPC’s slogan, 
“a little, a lot, over a long period of time,” expresses the need for the 
staff to maintain a long-term commitment to the refugee patient. These 
patients need to be told by the staff that they can be seen indefinitely 
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Psychopharmacology 
widely used in the treatment of Indochinese 


; j atients expect physicians to prescr}, 
ries Lair Eis a ptoms. Most significantly however, er, 
Er payehtie disorders that generally present to a > ae clinic demands 
that the treatment team be able to rapidly ameliorate the extreme 
psychological distress of their patients. | 

There is little research on transcultural psychopharmacology (Chien 
& Katz, 1979). Early surveys found that dosages of medications can 
vary as much as 10 times from one country to another. Research thus 
far shows two basic facts about the use of neuroleptics in Asians. Asians 
have been reported to be more likely to develop acute extrapyramidal 
side effects than white patients on comparable doses of haloperidol. 
Second, Asians appear to require lower doses of these drugs to achieve 
therapeutic effect. It is, therefore, a consensus of clinical observations 
that lower doses of most psychiatric medications can be used in Asians 
without compromising their therapeutic effect. 


Psychotropic drugs are 
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human) response. Freud (1984) highlighted these difficulties ieee on, 


warned: 


No matter how much we may shrink with horror from certain 
situations—of a galley-slave in antiquity, of a peasant during the 
Thirty Years’ War, of a victim of the Holy Inquisition, of nee 
awaiting a pogrom—it is nevertheless impossible for us to feel 
our way into such people—to divine the changes which original 
obtuseness of mind, a gradual stupefying process, the cessation 
of expectations, and cruder or more refined methods of narcoti- 
zation have produced upon their receptivity to sensations of pleas- 
ure and unpleasure. Moreover, in the case of the most extreme 
possibility of suffering, special mental protective devices are brought 
into operation. (p. 89) 


Yet, no matter how the therapist conceives of his theoretical orien- 
tation, the trauma story emerges as the centerpiece of treatment. Every 
refugee patient has at least one traumatic experience that figures prom- 
inently as an essential aspect of his life history. The trauma story is 
often a hidden secret (such as a rape trauma) being desperately concealed 
from others; the trauma story is usually reviewed nightly in the patient's 
nightmares (one Laotian woman described her nightmares as a living 
hell); the trauma story is the imprint of history on the patient's memory— 
a personal narrative in the mind that is retold daily as it is searched 
for new meanings and clues. For example, most Cambodian patients 
state, if asked to give their past history, “On April 20, 1975, the Pol 
Pot troops. . .” This beginning is an acknowledgment by the patients 
of a life experience that gave birth to their new lives. 


THE DIFFERENT CULTURAL MEANINGS OF 
TRAUMA 


The Western clinician cannot begin to understand the trauma story 
until he has become acquainted with the unique cultural meanings of 
the terms “trauma” and “torture” in the different Indochinese cultures. 
The subjective meaning of trauma and torture in the life of any individual 
is articulated through language and the historical and culturally con- 

traditions and customs that make sense of these experiences. 
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le, examination of the definitions igi 
oo SON Se tetian and English reveals striking differen. 
‘ch derivation of the term is from the Latin roots hin Ce 
ble 1). Torture in the Western world has consistently bee, 
d with the use of physical pain to force testimony. It is si 
frequently used for this reason in in. The Cambodiar 
term, in contrast, is associated with the Buddhist concept of Karm, 
(Table 2). Cambodian patients who have been tortured generally fee| 
they are somehow responsible for their suffering because of their Karma 
The implications of this knowledge for treating Indochinese patients 
are far-reaching. The trauma story, therefore, is not only a story of 
violence, but also a description of that society’s responses to these 
events. The subjects, in fact, only begin to enter the trauma story when 
they can reveal the psychological impact of these traumatic events on 
their lives. 


and 
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TABLE 1 
Western Definition of the Term Torture 


Derives from the Latin word tortum—i.e., a tort or wrongful act—and the 

Latin word torquere—i.e., to cause to turn, to twist, hence to physically torture 
1. The infliction of excruciating pain or suffering (of body or mind) as practiced 
by cruel tyrants, savages, brigands, etc., from a delight in watching the agony 
of the victim, in hatred or revenge, or as a means of extortion 
inflicted by a judicial or quasijudicial authority, for the purpose of forcing 
accused or suspected person to confess or an unwilling witness to give evidence 
or information 


3. Severe pressure; violent persuasion or wresting 


= _*evere pressure; violent persuasion or wresting = 


an TABLE 2 
ambodian Definition of the Term Torture 
(17 7a 79 ce; tieru na kam) 
Derives fro . : 
barbarism m the Sanskrit/Pali words daruna and kama—i.e., saVa8e'Y’ 


(975 cy; tierun) 
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ug PSYCHOLOGICAL MEANING OF TRAUMA 
AND TORTURE 


The psychological dimensions of trauma and 
two creel dimensions: (1) loss of control, eng ae to ches 
We use the term “losing the world” because it seems itis “ele: " 
accurate description of the total subjective loss of one’s realit Ae 
(1978), in his excellent description of the “psychology of en 
distinguishes between “partial” trauma and “catastrophic trauma,” He 
states, “The psychic experience of ‘catastrophic trauma’ consists of a 
numbing of self-reflective functions, followed by a paralysis of all 
cognitive and self-preserving mental functions” (p. 113). Catastrophic 
trauma conforms closely to losing the world. The major psychological 
aspects of losing the world are summarized in Table 3. 

Once an individual has lost the world, he can become totally trapped 
in his trauma story. In fact, all generally held social and cultural beliefs 
are replaced by the only reality he has been forced to know—the trauma 
story. In fact, many of our patients “become” their trauma story. Our 
tefugee patients who have had this experience are seriously depressed. 
They are plagued by traumatic symptoms—nightmares, insomnia, and 
waking memories. They will often describe these symptoms as causing 
them to be in a living hell. These patients live in a world of traumatic 
images and memories in which nothing exists for them except the 
trauma story. Their psychological reality is both full and empty. They 
are “full” of the past; they are “empty” of new ideas and life experiences. 
Social isolation and withdrawal are usually present. As Primo Levi 
(1986) has stated, they are individuals who lie on the bottom. 


Imagine now a man who is deprived of everyone he loves, and 
at the same time of his house, his habits, his clothes, in short, of 
everything he possesses: he will be a hollow man, reduced Bs 
suffering and needs, forgetful of dignity and restraint, for he w 
loses all often loses himself. He will be a man whose life or cae: 

can be lightly decided with no sense of human affinity, in the 


TABLE 3 


Losing the World 
eee Ssihosing the World 
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Lying on the bottom means to be abandoned by both friends ang 

ying Social isolation characterizes the social state of IPC’s mog 
scan patients. Our staff is often the only social contact these 
patients have. Yet, maintaining this contact is difficult because of the 
general lack of trust of any individual who lives in a world that has 
generated sO much cruelty and suffering. The patient is silent, The 
trauma story becomes an inner personal obsession. This long-term 
silence is especially true after rape. 


THREE TRAUMA STORIES 


The following trauma stories have unique meaning to each individual's 
life history. Case 1 describes a Laotian woman who eventually expe- 
rienced significant relief from her suffering after revealing her “secret.” 
Case 2 highlights a young woman’s struggle to escape from the en- 
tanglement of her sexual torture. Case 3 depicts a man who has totally 
lost his world and is entrapped within his trauma story. 


Case No. 1: The “Silent Sufferer”: Revealing the Trauma Story 


S.T. is a 45-year-old Laotian widow with a negative past medical 
and psychiatric history. S.T. was referred to IPC by her primary-care 
physician since a medical diagnosis could not be found for her chronic 
somatic complaints. 

Bp as a ten a middle-class Laotian background. After the fall of 
canes ies ; and her husband were sent to Communist reeducatio! 
to have areeed Se was eventually executed when he was discovered 
to IPC with a or the previous government. S.T. initially presen” 

€ symptoms of a major depression. She denied havi"é 


any traumatic sympt 
om : : ries. 
After three re of iran epee a eres oF upectting a: 


of medications), §,T’ nsive treatment (including many different als 

Finally, after e* ‘1.8 depression remained severe and unremitting 

“No medication *® Offered a new therapeutic approach, she si#!°" 
on can relieve my suffering.” 
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,T. subsequently revealed to her therapist that she h ida “gs 
rauma story. Nobody knew about what had happened to v ‘ashe 
under the Communists. S.T. had been “raped” by a communist @ sala 
who had been a close friend to her during her childhood S} gee) 
not believe that this man, whom she had once liked very init ch | 
have done this to her. During her escape in 1979, Dictwad ie err 
by soldiers and was repeatedly raped by them while her small children 
watched. 

Since these events, S.T. has silently suffered with the shame of h 
secret trauma. She finally was able to admit that she suffered daily 
from recurrent nightmares and memories in which she relived pad 
events. Her daily life was a “living hell.” Once S.T. shared her stor 
with her therapist (slowly over a three-month period), she began ts 
experience some reduction in symptoms and a dramatic improvement 
in her feelings of hopelessness and shame. 


1e could 


Case No. 2: “Escaping the Trauma Story” 


V.K. is a teenage Vietnamese woman who was referred to IPC by 
the primary-care clinic after she witnessed a “holdup” in a supermarket 
in which a policeman was shot. The incident triggered a barrage of 
psychiatric symptoms, including dissociative episodes in which she saw 
“visions” and heard threatening voices from the war. Prior to this 
incident, she had presented frequently to the primary-care clinic with 
various somatic complaints, including reports of having “seizures.” All 
medical investigations were negative. 

VK. arrived in America when she was 15 years old. She had spent 
the previous 5 years in Communist work camps. In these camps, she 
was a victim of extreme mental, physical, and sexual torture. She reports 
multiple beatings, being hung by her ankles from a tree for three days, 
and spending months in solitary confinement in an underground cell. 
She was repeatedly raped by the Communist soldiers when she was 
11 or 12 years old. 

V.K. was assigned to an IPC American professional for psychotherapy 
because of her fluency in English. Initially, she was eager to tell her 
trauma story to her therapist. She requested that her therapist ask her 
about her work camp experiences. For months, the therapy consisted 
of a repetitive retelling of the traumatic events of the trauma saperienice, 
Her daily life during these months was consumed by nightmares an 4 
daily memories of the trauma. Her trauma story was told. over 83) 
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Case No. 3: “Trapped” in the “Trauma Story” 


RH. is a 50-year-old, married te 88 relene 
IPC by his sponsor after arriving In oa ne on of a serio 
depression. R.H. was a Buddhist monk prior to the Khmer Rouge 
takeover of Cambodia in 1975. After the fall of Phnom Penh, he escaped 
from the temple and was eventually captured by Communist soldiers 
and placed in a work camp. Eventually, because of his Vietnamese 
background (he was Cambodian born and raised in Vietnam), he wa; 
tortured. His entire family (47 members) were subsequently execute 
He was the only living survivor. In 1979, R.H. escaped to Thailand 
He remained asymptomatic until he saw one of the men he believed 
had helped murder his family. He subsequently developed an uncon. 
trollable “murderous” rage, including nightmares and overwhelming 
memories of his and his family’s torture. In a total state of emotional 
despair, he asked a friend to paint a mural depicting the tragedy of 
his family. 

R.H. is remarried and lives with his new wife and two children. R.H. 
can do absolutely nothing except discuss his mural, which is six fee! 
‘Sale ts ae over his bed. Whenever he leaves his home, he 
depict is x aS and takes it with him. (This painting is a Se 
extensive prieaant ; 5 Se family member.) After three . 
but his mural, He a a IPC’s staff, R.H. will rarely discuss ~ Se 
Peo tnterestea jy °° Dis familly. He wil im 

nterested, including American strangers. His ot 


Session with his t 5 
experiences and pe ea Story has crowded out of his life all othe’ 
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not leave something behind” (Benjamin, 1969), Sure 
of our patients lives. The therapist becomes the I 
legends; initially, they are often the sole heir. Once 
to tell the trauma story, the narrative begins to g 
new possibilities. The patient’s previous interpreta 
a hopeless loss of control is diminished. The untold trauma story keeps 
him stuck in the past in a world that defies all cultural Sains 
interpretation, and, most important, social manipulation (e.g., Case 1). 
The storytelling begins to give flexibility to what was rigid and ond 
in time (e.g., Case 2). The past which was fixed in the present releases 
the present to new experiences. The past also becomes a future, a future 
of the past and present. Of course, the telling of the story makes room 
for the disturbing thought that the suffering of the past can and will 
extend into the future. Patients are often afraid to tell their stories 
(preferring to remain in the past) because they are afraid to open up 
their lives to new catastrophes. 

The psychotherapist is often bewildered by the exceptional individual 
who repeats his trauma story unremittingly. Since the therapist is so 
unsuspecting (and often so appreciative) of such open revelations, he 
can easily become entangled in these stories. The therapist who treated 
the Vietnamese teenager (Case 2) had to listen cautiously for over a 
year before she could aid this young girl in understanding her experience. 
In contrast, the former Buddhist monk (Case 3) has succeeded in 
overwhelming all his potential supporters with the magnitude of his 
suffering. 

The situations described in the clinical cases, i.e., secrecy and repetitive 
storytelling, reveal what might be considered trauma stories in their 
untransformed state. They are in fact a “prenarrative” because as stories 
they have no development, do not progress in time sequence, and fail 
to actively reveal the storyteller’s interpretation of the traumatic events. 
These untold or repetitively recited stories, however, are not to be 
dismissed. They are the initial introductions to the new story which 
will emerge in the therapy and will liberate the patient from the past. 
Dealing with the prenarrative stage is difficult for the therapist. The 
psychotherapist can easily feel frustrated or rejected by the secret that 
is never shared or feel awed or insignificant in face of the magnitude 
of the repetitive story. In addition, the patients who have become the 
trauma story (e.g., Case 3) will attempt to overwhelm, horrify, and 
amaze the psychotherapist with the tragedy of their lives. , 

Listening to the small personal details of the refugee’s life that ie 
within the trauma story is also difficult. Yet these details must be 
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THE NEW STORY 


The new story that emerges is no longer a story about powerlessness— 
about losing the world and being totally dominated by someone else's 
reality. The Danes, in their psychotherapy of torture victims (Genetke 
1984), emphasize the strength of their patients and explain to them 
the goals of torture—“to break down and distort the person’s personality 
in order to induce in the victim a permanent feeling of being a different 
person than before torture which consequently creates great anxiety’ 
(p. 9). Psychologists working in Chile with torture survivors use “tes- 
timony” to help their patients cope with their brutal experiences (Cier- 
fuegos & Monelli, 1983). “The experience narrated through the testimony 
oe ae chronological and affective sequences that are then 
a =. ae : “pants transcript of the recording. It is through this 
the meaning of es t e patient can identify, understand and integrate 

eae Se eel commitment and suffering” (p. 50). 
a story about tak std about shame and humiliation—t . 
about being a victim “3 < ee ars and eee ery | 10 a 
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SECTION IV 


The Crime Victims’ 
Movement 


and Support Services 
for Victims 


This final section is authored by Marlene A. Young, a remarkable 
advocate for victims, with advanced degrees in both political science 
and law. Since 1981, she has been Executive Director of the National 
Organization for Victim Assistance. Earlier, she served the organization 
as a founding board member and as board president. Dr. Young has 
published widely in the fields of criminal justice, victimology, and 
gerontology. Her theoretical framework for understanding the concepts 
of victimization. and justice has received international recognition. In 
the following two chapters, her discussion of self-help and advocacy 
for and by victims places the national movement in a historical context. 
This is significant information for those therapists who are currently 
entering the field of victim services. Activities at the state and local 
level often replicate the history of the national movement, bringing 
together professionals from the fields of mental health and criminal 
justice, forging alliances among consumers and providers, reconciling 
differences between grass-roots organizations and licensed clinicians. 

An excellent example of local progress in advancing rights and services 
for victims, based on models provided by Marlene Young and NOVA, 
is the Crime Victim’s Rights Act of 1985 (Michigan Public Act 87, 
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1 House Bill No. 
‘higan House 


orship of the perso , 
san’s Crime Victim's Rights Act 


Rnrollec 
of the Mic 
for his auth po 
the impact of Michig 


The Act provides comprehensive legally mandated rights 
we AAC ‘ 


porating several fundamental a nf 
Hon; participation; protection, and restitution. — 

Notification begins virtually at the time of the crime with , 
Miranda-like alert to the victim, listing basic rights and where ; 
obtain more information. Following that notice, within seven day, 
of the arraignment, the prosecutor must provide a detailed ca}; 
logue of all legal rights under the act. Later notices include coy 
schedules, conviction and sentence details, impact statement rights 
and requirements, escapes, transfers to the community or nonsecure 
facilities, and parole hearings. 

During interviews while developing the Act, the most frequen: 
victim complaints about the criminal justice system included the 


revocati : —— ™ : 
victi ation when apprehensive about threats or intimidation. The 
cum may address the jud d ae the 
Presentence investi Judge and/or provide information to the 
ee estigator for summary or verbatim inclusion in the 
presentence report. Such st : : a 
ical, psychological, Statements may include details of phys 
ommendations Fan emotional, or financial harm as well as re 
the defendant e ae restitution, and compensation. When 
parole bo S eligible for parole, the victim may address the 
While ini before a decision is made. 
very specific vara se represents protection for the victim, so™ 
ants are released . 6, mechanisms are spelled out. Most defene- 
Nn Sond before trial, but the victim is provide* 
tion proced that is the case and a method to initia’ 
~-Gures when threatened. When apprehens!v° 
a ation, Victim’s address, place of employ” 
s Separate from the eh and the court is to provide waitin 
work feed tO protect elendant or defense witnesses. Employ. 
era ourt victims from discipline when they"; 
al sexual conduct aee earances, Victims of child abur? ial 
ay initiate procedures for a speedy 
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and the impact Beatements can provide the judge with protecti 
mechanisms to be Incorporated in the sentence, If the : it a 
ig incarcerated, the victim will be notified immediately of seach me 
or transfer from = secure to a nonsecure facility, Ke Be hPa 
into the community. Of course the victim can inform the ) iain 
board of the need for protection at that hearing. parole 
The restitution requirements under the Act are extensive and 
include: return or restoration of property; cost of physical or 
psychological care; repayment of lost income and funeral expenses 
The judge may assign the defendant to perform services in lieu 
of money. Restitution enforcement is enhanced by providing that 
it can be collected like a civil judgment and is a condition of 
probation or parole. 


Thus, the current cycle of rights and services for victims of violence 
is complete. Grass-roots efforts to ameliorate the emotional impact of 
criminal victimization have grown into a national victims’ rights move- 
ment. National events, in turn, promote state laws that encourage 
services for victims and recognize victims’ rights. And all of this occurs 
in the historic, international context of the women’s movement, the 
aftermath of the Vietnam War, and political terrorism. We learn, slowly 
and painfully, that a civilized society can and must address the trauma 
borne by its victims of violence. 
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The Crime Victims’ 
Movement 


MARLENE A. YOUNG 


Crime victims today stand a better chance of recovering from the 
psychological wounds of victimization than did their counterparts of 5 
or 10 years ago. There are three reasons for this: 

First, the common sequel of emotional responses to crime and other 
traumatic events has now been well articulated, and the basic elements 
of those responses appear to hold up even as important variations, 
depending on the nature of the trauma, are also being articulated. 

Second, flowing directly from the understanding of post-traumatic 
stress and crisis are a set of tools to aid in the diagnosis, intervention, 
and treatment of the distress precipitated by crime and other traumas. 

Third—and most important from the victim's perspective—a network 
of service programs, most of them helping particular classes of crime 
victims, has come into being and is now growing rapidly across the 
United States. 

The first two developments, involving the etiology and treatment of 
a recognizable disability, demonstrate a familiar interplay between men- 
tal health researchers and clinicians. But the third development, the 
emergence of a victims’ movement, has been created by people who 
for the most part have no mental health degrees and whose reform 
efforts, in fact, predated the involvement of most of the mental health 
Professionals now in the field. : 

This chapter will examine that movement. It will review its history, 

uding its grass-roots origins and self-help characteristics. It will 

Sctibe the current agenda of the movement, including its passion for 
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; ental health pro | 
in the m ‘tims movement in the United States has bee, 


rime VI has | 
ibe for approximately 15 years. Its history conveniently diyiq, 
exis + 


ive- hases. 
Be ioatand the first phase, 1972-1976, when the first ser 


programs were established, it is worth contemplating the forces of the 
preceding decade that gave rise to the new services. 

Perhaps the most significant of these forces was the extraordinary 
rise in the rate of crime during the 1960s, which led to a sense of 
public outrage and the formation of a series of presidential study 
groups—the “crime,” “riot,” and “violence” commissions—of which 
the first was probably the most influential. It developed the first vic. 
timization surveys, and its recommendations helped to create the Law 
Enforcement Assistance Administration (LEAA), an agency that would 
fund new victim service programs in the 1970s. 

Also helping to set the stage for what would follow were two other 
government initiatives. One was the “discovery” of child abuse and a 
concomitant involvement of government in attempting to curb it. The 
second was the invention of state-funded victim compensation schemes 
by a British penal reformer, an idea adopted by a number of states 
after California's landmark legislation in 1965. 

The most fervent influence came from the modern women's move 
ment, which from its outset viewed rape as an outrageous symbol of 
woman's subjugation by man. Women’s groups threw their energies 
into starting crisis centers to deal with the victims of such brutality 
Of the first three victim assistance lished in the country— 
all in 1972—two were ce programs established in the Min 
time set th rape crisis centers, and such centers wou 

‘ € model of crisis response to all cri victims 

y 1974, the women’s m ied : hroud of 
secrecy hiding another s co... emmeememave te & e—by 
Opening the first Batered-y sate — domination—spouse 205°" 

-women’s shelters. 


Looking b 
ackward : ; - 
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victims often kept their histories with crime private. After all, the validity 
of their basic message about their clients was being denied, and some 


calculated that if they advocated for change as victims, too, their message 
would receive an even worse reception. 

It would be years before victims would be accorded a sense of dignity 
and validity such that they spoke out in great numbers as victims, and 
as survivors. Still, the victims’ movement always had aspects of self- 
help and mutual support about it, and nowadays, activists in the 
movement subscribe to those feelings with a sense of pride. 

Another certainty about the early years is that the founders of the 
sexual-assault and domestic-violence victims’ programs led a grass-roots 
assault not only on the criminal violence that was at issue, but also 
on the criminal justice system that at times seemed to ignore, if not 
condone, the violence. 

It would be an understatement to say that most leaders of the criminal 
justice system did not welcome the criticism of the women’s groups. 
Nevertheless, some individuals within the system recognized that the 
maltreatment of victims and witnesses caused prosecutions to fail under 
the rubric of “witness noncooperation.”” That prompted the infusion of 
federal funds into the field, notably into prosecutors’ “victim/witness” 
units, of which the first 10 were started with LEAA funding in 1974. 

Others in government looked beyond the criminal justice payoffs, or 
at least concluded that a modicum of late-arriving aid, offered to just 
that one victim in 20 whose case resulted in a prosecution, would not 
only be inequitable but might be too little too late to win full cooperation 
from victims. Hence, then-Prosecuting Attorney (now U.S. Senator) 
Dennis DiConcini, in Pima County, Arizona, set up a program not only 
to help witnesses but also to respond quickly to victims, sometimes at 
the scene of a crime, whether or not there would be an arrest and 
prosecution. 

A National Institute of Justice evaluation of victim services in New 
York resulted in the formation of a comprehensive, nonprofit victim 
service agency outside of the government structure, though intimately 
involved with the prosecutors’ offices in several boroughs. 

The victim/witness program begun in the Palm Beach County State 
Attomey’s office moved to county government so that it could serve 
all those in need. Interestingly, some years after that program was 
telocated, the State Attorney reopened an in-house victim/witness pro- 
gram as a complement, not a competitor, to the county's crisis inter- 
Vention program. 


Other criminal justice agencies began to join in during the mid-1970s. 
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_ But thanks to t . i 
ah headquarters, and the desire among the new practitioner 


learn from one another, word of the new services got around, and ne 
adherents to the idea were emboldened to try it in their communities 

While new services were being started in the period 1972-197, 
researchers were also beginning to explore how victimization may have 
hidden consequences for both the individual and society as a whole 
Victimization surveys conducted by the U.S. Census Bureau provided 
a wealth of data on the extent of crime in the United States, and early 
research focusing on rape (Burgess & Holmstrom, 1974, 1978), domestic 
violence (Bard, 1970; Bard et al., 1975; Bard & Zacker, 1971; Walker 
1979), and elderly victims (Ernst et al., 1976; Young, 1976) began to 
give depth to the nascent reform effort. 

While many of the preliminary research findings were modified over 
the years, none proved more durable or more influential than the 
identification of a “rape trauma syndrome” by Ann Burgess and her 
tue taa Not only did this careful outgrowth of research and treatmet! 
nbetehione intervention strategies with victims of sexual assault 
SWaltars ted Precursor of other important syntheses—notably, 
—all of which atts Sad and the “battered-woman’s pel 
synthesis, the sections to the subsequent identification of the large 

Manifestly, the forc oa Stress disorder. ; Yet 
there was a common iB en the new movement were divers 
criminal justice innovat ae aw among the researchers, is 
the way victims were ©rs, and crisis workers, All shared a sense © 
deplorable. And in th customarily treated in the aftermath of Ye ot 
Uncovering, Ban 4 seth for solutions to the problems they “os 
communication on their own jurisdiction for aEAS 
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Victim Ae 4, then to the f Sada 36 individuals in Fort La rion £0" 
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remembered as the “second” in what became a serie 
ferences, Was probably the catalytic moment when t 
resolved to join together for the long haul, 
through to completion, if possible. 

it seemed, at the end of 1976, that the victims’ advo 
on their way to launching a victims’ movement. Ho 
five years were as notable for the outbreaks of dissen 
and enforced instability from outside as they were for 
was being made. 

A major contributor to the instability was the ebb and flow of federal 
funding. Few victim service programs were well enough established to 
attract local funding sources, and much of the early development de- 
pended on federal seed money grants. But by 1976, federal interest 
had shifted to other concerns, and funding diminished. 

Then, in late 1978, a new federal initiative for victim and witness 
programs was announced. For the next year and a half, local programs 
were nurtured into being, and development grants were awarded to a 
number of state “networks” (typically a small office seeking to form a 
coalition of local service programs). But almost as soon as the new 
flow of funds began to make a difference, the funding was halted one 
more time. The congressional decision to disband LEAA in 1979 left 
many programs defunct before they had really had any effect in their 
states, 

Vagaries in funding only compounded divisions in the movement. A 
typical scenario was a competition for scarce money between a local 
tape crisis center, the prosecutor's victim/witness assistance program, 
and a domestic violence shelter. Charges and countercharges amid all 
of the programs about the value and integrity of each were sometimes 
80 unpleasant as to cause all the services to lose respect—and funding. 

Often there were more philosophical disagreements, typically over 
the relative worth of grass-roots organizations versus those housed in 
the criminal justice system. There being no common agreement that 
the services both types of programs offered were valuable to their 
common clients, and facing common budget cuts, the programs often 
into arguments that were removed from the needs and interests of 
clients, 

_, Thus, independent of the quality of services a program might PrN: 

t might be faulted for not working overtime to combat sexism in : e 

Community—or, conversely, for doing just that—or for working a 
atd to seek the convictions of offenders—or, conversely, for not wor 
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the diversity of the movement was a teh lomeno 
eet of its members. That divisiveness was public 
% i i oli 
rized ye 1978 national conference in Minneapolis, Sextial-age. 
at NOV representatives caucused and voted to establish q .... 
m 
progra 


‘ati i Coalition Against Sexy.) .. 
national organization, the National g xual Asea, 


Sainte a organizations have gone on to make necessary and wor 


‘buti to the victims’ movement, and while many victim a¢. 
cada embers of both, the heat of the moment left a legacy a 
animosity that has hampered eee HOME Areas, Energies were 
diverted not only to interorganizational struggles but also to intraoy 
ganizational struggles in many fledgling programs and state or national 
networks. The turmoil affected victim and witness advocates, domestic 
violence shelters, rape crisis centers, and crisis intervention workers 

Despite the conflicts, the 1977-1981 period was the time when forme, 
victims started to become publicly active and vocal—a development 
that would become a central focus in the future work of the movement 

As indicated before, survivors of crime were probably a major force 
in starting and staffing the rape crisis centers and domestic violence 
shelters. But now other types of former victims were beginning to get 
involved, this time publicly identified as former victims. 

Many of them turned to the field of victim services and often became 
the instigators of mutual-support and peer-counseling techniques. Par- 
a national self-help group formed by Robert 
er the murder of their daughter Lisa, is an 
activism in this period. 
ominent former victims of this period, like 

Driving founder Candy Lightner, turned to the 

ae Sas : host of Public-policy reforms. 

Maas a tet elr private tragedies into a public ew 

* he its job. Their stories delineated the 4 
fers not only of the criminal justice .. 2 

‘mental health, and social services systems—indé 
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simply prewuse the group members understood w 
during the criminal attack, could identify the suff 
the violation, and could define the elements of pa 
The influence of victim activists in the second phas 
history was felt in three ways. 
First, the testimonials of former victims, 


advocates and allies, led to the development of a taxonomy of injuries 
that victims suffer and a definition of appropriate responses. Now, at 
last, the aftermath of crime was being understood from the victim's 
viewpoint—not from the perspective of a society that wants to keep 
victims at a distance, or from the Perspectives that had mixed these 
social prejudices with conventional professional wisdom, as found in 
the mental health, health, and criminal justice professions. 

The second influence was a new infusion of Purpose and fervor in 
the movement. Former victims brought an intense understanding of 
what victimization entails, and they also brought an intense motivation 
to make changes in the laws, social policy, and social programs. They 
insisted that seeing justice done was integral to restoring them to a 
functional life, and in making that case, they forced the worlds of 
mental health and criminal justice to discover they were not alien to 
one another. Both could now start to understand why victims were 
demanding the kind of respect from criminal justice that invites their 
Participation at every stage, and why that respect-in-action might be 
called “therapeutic justice,” which, on reflection, might just as accurately 
be called “felt justice” or simply ‘‘justice.” 

Third, many former victims had been abandoned by friends and 
family members as a result of their victimization. They found in their 
new self-help and advocacy groups and in the larger victims’ movement 
a new sense of family, purpose, and trust. The movement was changed 
by the unique feelings of affection and determination they brought to 
it. In other settings, they might have attracted sympathy; in this one, 
they received well-earned respect. 7 

A Majority of the new victim activists were the surviving family 
Members of homicide victims (including victims of homicidal reckless- 
Ness at the hands of drunk drivers). Edith Surgan, one of the early 
se ag of the new corps of victim activists, came to personify many 
others, 

Grieving Over the murder of their daughter Helen, she and her 
usband Phillip relocated from New York to New Mexico where, see 
»Y chance, she telephoned a similarly grieving family she see eo 
n the local paper. From there, an effective, statewide program o 
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al lobbying, the Crime Victims Assistan e Ore 
was launched. With it, the one-time Riousewife became a for, 

Imost singlehandedly lobbied a victim compensai;,. 

change. She @ he was chair of tl < Saal 
through New Mexico legislature (she hein of the compengyy 
commission at the time of her death in 1984), and through he, oh 
in NOVA, she became an encouraging role model for othe, vletin 
activists across the country. : 
Like Edith Surgan, other surviving relatives of homicide victims har 
had an ecumenical influence on the victims’ movement, not sino) 
because they have endured one of the most hideous losses that otra 
can inflict and thus command a certain respect. Many of their leado, 
in search of doing something to redeem a loved one’s death, hay 
reached out to victims of all kinds of crime. And many have developed 
an affinity with colleagues in the rape crisis and shelter movements 
because they are grieving the loss of a rape victim, or a battered woman 
or an abused child, who chanced not to survive those crimes of violence 
Collaborating with survivors of homicide victims gave the service 
providers new insights into what victims of many kinds of crime 
Pa kadar , expropriation of someone else's be 
ake sf Soha naale at on another person's pride, or the 
He aattleoe “Bist. the aoe : y was still seen as unfair, undeserved, 
were also felt to be an ait : 7 at ae a — 
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improved protection from intimidation and h 


restitution payments from convicted federal offenders, and a set of fair 
standards for treatment of victims in the federal criminal justice system— 
wpair-treatment standards” being that law’s equivalent to the new “bills 
of victim rights” being enacted by many state legislatures. 

The new status of the victim movement has been evident in the 
passage of not only 32 ‘ bills of rights” (as of mid-1986), but hundreds 
of other pieces of state legislation relating to rights and services for 
victims; in the development of training and education programs for law 
enforcement officers, prosecutors, judges, mental health professionals, 
clergy, the media, and others in how to deal with victims of crime in 
a humane and understanding fashion; in an explosion of popular and 
scholarly literature on the topic; and, most important, in the rapid 
growth of victim assistance programs of all types. 

That growth was accelerated by passage of the capstone legislative 
achievement of this era, the Victims of Crime Act of 1984 (VOCA). 
Fashioned by a bipartisan group of sponsors in the Congress, with 
strong support from the Reagan administration, VOCA called for the 
creation of a Crime Victims’ Fund, derived from the collection of all 
federal criminal fines, forfeited bail bonds, and penalty assessments 
imposed on federal offenders. Funds so collected in one year are 
expended the next year as grants to support state victim compensation 
programs and local victim assistance programs. Most of the 40-odd 
states that had compensation programs liberalized their programs to 
make use of the federal grant that equaled 35% of their past year’s 
compensation awards. Those states that needed to amended their laws 
to meet the two key conditions of the compensation grants: they would 
compensate any eligible victim, residents and nonresidents alike, and 

they would compensate for “mental health counseling.” VOCA may 
also be used to support a modest victim assistance program for victims 
of federal crime. qnttat 

Thus, as this is being written, one must conclude that the victims 
Movement is in a state of transition, with VOCA being a singular engine 
of change. Nevertheless, though it is too soon to tell for certain, there 
ate indications that, in one fundamental way, the movement is not 

nging, ; 

It appears to be retaining a strong allegiance to its grass-roots 

titage—to the continued use of volunteers (a VOCA sng 5 

entally), and to an ethical, jusrisprudential, and therapeutic value 
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and decision 
geen emphasis of that perspective Is that the emotiona| a 

A ce of victimization and its aftermath is probably the most tag 
quence victimization experience. Crisis intervention, supp 


imension of the 
See dnd and the use of mutual-support groups have become the 
referred standard vehicles of response to the victims’ emotion,| a 


tress. The primary tool used in all progtams is knowledge—knowloj,, 

. | stress reactions that victims face and the debilitatinn 
about the normal $ ation 
that commonly follow. | 

To victims, this knowledge is often received as a godsend, for learning 
what is normal for victims generally is to discover what is terribj 
abnormal for the individual who has never been victimized before 
With the knowledge, they can calm down, stop fearing for their sanity 
and put more energy into working through the crisis and grief they 
face. 

The message repeatedly stresses that a loss of normal functioning 
although usually not lasting, is too often brought on or made wor 
by forces beyond the victim’s control. Victims insist that their remem 
pene feelings of helplessness during the criminal attack are often 
reawakened in the criminal justice system where victims find that they 
Se nt be passive bystanders, but rather an excluded nonentty 

a “a A Ss Proceeds through the justice process. 

Presi o idn’t anyone consult me?” lamented a witness before the 
resident’s Task Force on Vict; : _ Saat 
kidnapped, not th ictims of Crime. “I was the one W" 4 
: ac = Commonwealth of Virginia.” There is "° jus 
im from j = ae Kind of bureaucratic indifference that rE. 
most Nvolvement in the just resolution of what ™4y 
: _ ost tragic event of his lif 
xpanding On that c ; re, oe oat 
elt lo e e ch . : a ul. g A 
ss of stery over one aotic, irrational, and fearf mpl 
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vot another variati g already happ 
Ictims js that, for vie On the same theme that is often conv rete? 
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they turned to for support and encouragement—fami] 
criminal justice system, therapists, and the like. 
The larger lesson of what victims and their a 
teach is that their quest for procedural justice 
age-old human tendencies to shun or stigmatize 
that are all-too-naturally manifested in the tules, policies, and practi 
of society's formal system to deal with crime. To the victim ry 
the merger of services and advocacy, of mental health and justice 
concerns, is an inevitable consequence of understanding and res a 
to the pain of victimization. P 8 

This review of the first 15 years of the victims’ movement describes 
a diverse, sometimes quarrelsome, array of individuals who, as they 
grew in numbers, expanded their sights and their influence. 

Although the movement has evolved into an increasingly ““profes- 
sional” network of services—with rigorous training programs being 
sought (if not always found) by practitioners—it appears also to be 
increasingly influenced by the consumers of those services, who have 
become far more outspoken participants in the movement's life and 
direction. One important by-product of that consumer involvement is 
to reduce the kind of factional divisiveness that is natural in so diverse 
a social organism. 
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Support Services 
for Victims 


MARLENE A. YOUNG 


VICTIM RIGHTS AND SERVICES: THE CURRENT 
STATE OF THE ART 


Victim services, in one form or another, now exist in all 50 states. 
There is a common understanding of what the full array of victim 
Services should be in every community, but the scarcity of resources 
and the politics of resource allocation often dictate that such services 
be restricted to a certain type of crime victim or that certain type of 
va be implemented prior to other services. 
are Saas ently targeted first for programs of assistan“ 
deed, the Victims = che domestic-violence victims, and children. 
as priority service rime Act (VOCA) specifically names these 8° e 

Bericnts. Although there is universal recognill 


t these ¢ I 
Mite often have special and urgent problems an 


by society. ng been subjected to a kind of malignant neglect 
er oo sc ~ Sowing acknowledgment by practitione”” 

of homicide ne. also have compelling needs, including *!@t" 
to name two and persons who suffer catastrophic physical injuty 
With Obvious examples P 
the infusion ; 


the time appears to be ripe 
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for Victim Assistance (NOVA) developed 
services (see PP- 332-333). 

The service components are designed to respond to the injuries that 
yictims suffer and are clustered along a time continuum. 

A simple analytical tool used in this and other NOVA publications 
is to classify the injuries victims may endure as financial, physical, and 
emotional, each as a direct result of the crime, though, of course 
financial and physical injuries produce their own éniational harm he 
well. Any of the three may produce short- or long-term harm. To these 
ig added the “second injury’ caused by families and friends, social 
institutions, and the criminal justice system. The model stresses that 
the second injury may compound any of the direct injuries and may 
transform short-term losses into long-term stresses. 

Services are divided into eight stages relating to the chronology of 
the victim’s experience in the aftermath of the crime. More precisely, 
the model presents a pair of sometimes-parallel chronologies: the first 
three stages describe service clusters that are applicable to all victims, 
and the other five stages describe services that are important if the 
victim becomes involved in a criminal prosecution. 


a generic model of victim 


1. Emergency Response 


Emergency-response services should be available to victims as soon 
as they contact someone—the police, a crisis hotline, a neighbor, and 
so on—for help. The primary concern at this stage should be the 
physical safety of victims. The shock and disorientation that a criminal 
intrusion or attack can create in victims should not be ignored or 
minimized. The following incidents underscore the confusion victims 
often face and the importance of assessing the vulnerability of the 
victim to physical harm: 

One victim reported that she called the police just after she had been 
knocked down in the course of having her purse grabbed. When the 
Officer arrived, she said she was still very upset. She was determined 
to tell him exactly what happened, but didn’t seem to be able to get 
the details out. After he had taken the report, the officer looked at her 
and said perhaps she should sit down because she looked pale. Only 
then did they both discover that she had a broken wrist. 

A daughter of a burglary victim related that her mother had called 

Police to say she heard strange noises in her house. After getting 
minimal information needed, the dispatcher said someone would 
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STAGE THREE 


| 


ie: RESOURCE | 
EMERGENCY MOBILIZATION | 
RESPO 


Untit resolution of 


When: 
At scene or within 48 
wctimzabon experience 


hours 


When: 
First contact afier came 


Who: Who: Who: 
By telephone Police patrot & Service providers 
Polwe operator investigators Police 


Compensation programs 
Famity & fnends 


Crsis ine 
Family & Inends Famity & trends 


What: 
Service Providers 
Outreach 
Follow-up counseling 
4 referrals 
Monitor referrals 
Assistance with 
financial claims 
Assistance with 
Creditors, employers 
Property return 
Crime prevention 
Advoca 


\ 
ARREST? ) 


Face-to-face What 


hee ice 
Family & frends Stabilizing interview 


Referrals 


y 
NON 
Crisis interver Service Pr os 


Safety measures 


cy 
Legal Services 


Police 
Property return 
Crime prevention 


Referrals 


Family & trends 
Personal assistance 
Emotional first aid 

Companionship 


Compensation programs 

Outreach 

Information on other 
kinds of reparations 

Emergency aid 


Family & trends 
Informabon 
Understanding 
Crime prevention 
Advocacy 


Source: Nati toatt asey , ' ide 
to Action, ree Organization for Victim Assistance, The Victim Service System: A Gul 


be ther : 
few aticitts ie a Possible and then concluded the conversation: * 
sitting. Although aN burglar walked into the bedroom where cut 

minutes later was tera, a)’ the woman whom the police ™ 


t the emer terrified, e 
a8 safe and sennre 1. POnse Stage, the victim should be made 
emergency dispat 2 Possible. If the initial contact is through th F 
these emergencies, ss who is the most commonly sought he f the 
felt and actual i “> important for the dispatcher to assess © ce 
Ment agencies <a danger. An increasing number of law ee 

Speeee Practice in cases of an appare? 
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VICTIM AND WITNESS RIGH 


BTAGE FOUR: STAGE FIVE: STAGE 81x. STAGE SE 
AFTER PRE-COURT COURT 3 SEVER 
ARREST APPEARANCE APPEARANCE PRE-SENTENCE 


STAGE EIGHT: 
POST-SENTENCE 


when 
Prior to hearing/trial 


whee: 
First contact after arrest Day of hearing oF tal 


Who: 

Prosecutors 
Service providers 
Family & fiends 


Who: 
Prosecutor 

Service providers 
Famity & friends 


What: 
Prosecutor 


Family & friends 


Transportation 
Reception What Probation, corrections 
Escort Probation & parole 
hearing notfcaton Counseling Notice of outcome Victim impact 
Case status Chikicare Notice of sentencing statement for 
Inlormation Witness fees parole hearing 
Preparation of Preparation for c Victim input to 
testimony statement 


revocation hearings 
Notice on hearing 
outcomes 


Witness preparation 


Restitution plan 
Employer intervention 


Counseling 


Sut or contnve with 


Stages Wand i 


Transportation Prosecution Prosecutor 
Reception Notice of outcome Victim impact 
Police Escort Notice of sentencing statement for 
Protection or Counseling parole hearing 
telocabon Chikicare Victim input to 
Witness fees 


Came prevenvon 
Advocacy 


revocation hearings 
Notice on hearing 
outcomes 


Preparation for Restitution plan 


Counseling 


Scheduting and hearing 
notification 

Case status 
informabon 

Witness preparation 

Employer intervention 

Consultation on plea 


Famity & Iriends 
Peer sett-help 

Crime prevenbon 

Advocacy 


Service Providers 
Victim impact 
Statement for 


Judiciary 
Victim statement 
Restitution plan 


Famity & trends 
Peer self-help 
Advocacy 


parole heanng 
Victim input to 


Service providers 


im impac tevocation heanngs 
Cocnaony be he t : Notice on hearing 
“fe Sn outcomes 
Resbtution plan 
Counseli Counseling 
_ Legal services 


Information on civit 


entitlements 


Famuly & tnends 
Peer seti-help 
Advocacy 


Family & tnends 
Protection 
Advocacy 


Family & tnends 
Peer self-help 
Advocacy 


in-progress to keep someone on the line with the victim or witness, 
and a few even patch the call through the patrol officer who is re- 
Sponding to the scene. ae a 

iatortunstely, very few departments have as yet instituted - eZ 
patchers the kind of training that is routinely given ee soni oe 
even though the police emergency number is the most frequently 
emergency hotline in every community. — 

If the helper is at the scene of the crime, 
any evidence of physical harm and provide ae 
calling for medical assistance. If the helper is no 


he or she should assess 
ssary first aid after 
at the scene or has 
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f physical needs, it is important to try to 
n while they await further care. 

Im rain 2 between emergency services and the ney 

This is Sab ” Dr. Martin Symonds (personal communicas;“ 
“victim ENN three simple messages to be conveyed to the yj 4 
ne ao, ve high stress—messages that an increasing number 
at this pee and other “emergency responders” are using routinely 
Pe mever styled, the three messages say: “I'm sorry it happened.” ”), 
glad you weren't killed.” “lt wasn't ied fault.” of these Sentiments 
dealing with the primordial fears of the recently traumatized, will, 
felt as highly reassuring. Though the dispatcher on the telephone may 
have no cause yet to provide these assurances, his or her assurance 
that the department is concerned and is trying to get help there a 
quickly as possible may keep the caller sufficiently calm until help 
arrives. 

For the person who can with good reason give the trilogy of assur- 
ances—typically, the responding officer at the scene—it is important 
to view these gestures of comfort as psychological first aid, second in 
importance only to medical first aid. In practical terms, that means 
putting away the notepad for a time, looking for a place where the 
officer can sit down privately, and focus entirely on the victim or 
distressed witness. 

This exercise (which often need not take more than one to three 
ee is good psychological first aid, but it has an important function 
oo bs 1s trying to bring back a sense of security to the pe 
Seat actn ae a 4G or she can call up and retrieve the memories 0 
many eas Sra of the criminal. All officers know 
Pena one Okouts” are broadcast on the basis of the 

“88's reports; what few realize is that those descriptio’ 
“rson can recall in his or her traumatized state: 
y call a crisis line six months or 2 Ye 
that is the first time they have aske y 
a8 at others, to Jet victi Out the crime. It is desirable at this ei 
Seams s: ae tell their stories at their own Pe atil 
shorter than one w al ut even if that first contact must nece™ 
to the degree it fits, § Ould like, it is wise to use the “reassuring tt” ats 
of the crime, r for the victim may well be reexperiencing '" . 
In summary, 
nd 


aken care 0 Nel; 


already t 
victims Ca 
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afte 


the quali 
to quality of the emergency response—based' 
sivity 1° 


actual a 
Kes Significantly infer astery over the medical and emotion@ 
felve help to hag the victim’s later recovery and receP 
Sive help to the criminal justice authoritie* 


of 


Si 
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ices at the victim stabilization stage usually occur at the iced 
the crime or within a day or two thereafter. Of 
the cf : . Often tw ; 

> simultaneously at this time: wh} J two things are 
—— ously at this time: while the law enforcement Officer 
s trying to take @ report, the victim is wrestling with feelings of being 
gut of control. As already indicated, these efforts are often waged at 
eross-purposes. Thus, the reassuring trilogy is recommended as a method 
of stabilizing the victim. Note the example often cited by former police 
oficial James Ahrens (personal communication): 


A couple who had just closed their liquor store for the night 
were confronted in the parking lot by two men, one with a gun. 
The husband momentarily resisted turning over the suitcase with 
the store's receipts and was shot. A half hour later, with many 
police officers at what was then a homicide scene, the wife was 
confronted with two men arrested a few blocks away. She posi- 
tively identified them as not being the robbers—a statement she 
tearfully recanted a few minutes after they had been released. She 
tried to explain her certainty that they would kill her if she had 
identified them. (Fortunately, they were rearrested hours thereafter, 
along with the gun and the suitcase, and were convicted of the 
crime.) 


Responding officers are pressed to establish quickly the kind of bond 
that words of assurance can evoke. They are often surprised at how 
quickly the victim does make that connection—as if the officer were a 
parent figure saying, “There, there” to a child with a skinned knee 
seeking comfort. The evident fact that all of us do turn to the primitive 
emotional stuff of our early years when our survival is felt to be at 
stake seems to explain why anyone—especially the uniformed officer— 
can be invested with parentlike attributes in times of high stress. 

For the officer, moving from comforting (and stabilizing) words to 
the law enforcement business-at-hand is a delicate job. Ahrens and 
others recommend that the officer move from talk of “you” the victim, 
to “we” in law enforcement wanting to help, to “I” the officer needing 
some information from you. The process is one of trying to nurture 
the victim away from a state of understandable self-absorption. 

What the responding patrol officer can do in a brief time to restore 
@ sense of order and security to the victim, a detective or pane 
San do at a slower pace, and a crisis counselor can do over as ee 
time as is needed. That alone is an argument for training and en 
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t agency in the a 

law —. 4 the victims, a backup team of crisis 
of giving them, s who are available to go to th 


a eferably one ye 
nee a Sabine with the victim as soon as th 
crim 


‘s initial job. 
5 done his initial jo ; , 
coanelnnt with putting pee ve Practice raises 4 Peet 


all of these interveners will at one time or another be given opportuni 
to take charge of the victim s life, in a sense—opportunities they sho, 
resist from the outset. If all interveners are trained to remember th, 
the goal of these services is to reinvest in victims the control over thei 
own lives that the criminal took away, they will all try to frame Options 
for victims so that they can practice decision making again. 

At the victim stabilization stage, the proffered decisions may be very 
simple, but they can set the tone. The questions that ask permission 
or guidance, and thus restore at least symbolic control to the victim, 
are typically these: Are you feeling up to talking with me? Do you like 
to be called Mr. Smith or Roger? Would you like a glass of water? |s 
there someone you would like to be with now? Would you like to cal 
him or would you like me to make the call? 


Semen an 
interven, i 
© Scene “~ 
e Tespondi,, 


3. Resource Mobilization 


This stage of services largely focuses on meeting the victim's practical 
needs in the aftermath of a crime. Those needs can be lengthy and # 
times overwhelming. A sampling includes: 


* Getting stolen 

* Replacing a st 
cards; 

* Replacing locks whe 

: camaged Property; 
Ng IMsurance or victim compensation claims. 


Property now in police custody returned; . 
olen driver's license, social security card, “ 


n the victim’s keys were stolen; repairing 


Helpin icti ied DY 
case atch erie meet these social service needs, accomp anied ; 
victim ites wuts that may not be wholly responsiv® " 

Most time-consuming aspect ° wig 
designed service system also offers — in 
a inte a of crisis counseling which hee . 

iS is normally bag ©. Continues, supportive counseling 

discussions with 2egun as a short-term program. It may © 9p 
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victimization. It may involve both, now that so 

become an increasingly common adjunct to other 


efforts. 
ignificantly, it is rare that traditional ¥ : 

om fercived in such short-term die a isi 
over the years have learned from victims that the hy se Pay 
earlier received from psychologists, psychiatrists, and - ee aed 
3 om , er therapists 

was often counterproductive. Hence, traditional mental-health 4 
sionals have been only occasionally sought out by vj cc Eavies: 
counselors. Usually this occurs if the case takes ot Mia 
; on dimensions that are 

beyond the counselor’s skills. Such cases may involve substance ab 
previctimization emotional problems (including chronic mental ilInes ae 
the effects of multiple victimizations, or simply the evidence ate 
victim has been seriously incapacitated. : 

For many years, and even now in many communities, making referrals 
to the traditional mental health professionals was distressing to victim 
counselors, so frequently did the reports back from victims reflect 
misunderstanding and mistreatment. But that is changing now in many 
communities. Typically first one therapist and then another start con- 
sulting with the victim counselors, find their perspective interesting and 
enlightening, and seek out from professional colleagues more insight 
on the psychological dimensions of victimization. 

Those seeking to help the victim at this stage of service will often 
find that circumstances beyond their control or the victim’s govern the 
course of the victim’s recovery. Too often, these circumstances are 
hostile to the victim’s interest and collectively add up to the second 
injury. 

Families, friends, co-workers, and neighbors may attribute some kind 
of foolishness, bad judgment, character flaw, or worse to the victim. A 
sensational case will often provoke the news media to abuse the victim’s 
Privacy in their search of a good story. Coroners and morticians have 
added to the grief of many surviving family members of homicide 
victims. Even members of the clergy, who prior to a victimization may 

a source of comfort and strength to an individual, may become a 
Source of anguish afterward. 

One woman, a mother of a murdered child, reported that her pastor 
Tequested her to come to the front of the church to pray with him in 
the aftermath of her child’s slaying. She and other family members 
agreed and looked forward to the solace of congregational prayer. Sa 

eit horror, the clergyman began the prayer by asking them to peas 


“eit child’s assailant. ES. 
ce, counseling efforts may last longer than originally projected 
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| injuries be dealt to the victims. An arres 
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caer themselves, put the victim in ee emoti nal aa, 
ecution Ss the resolution of the criminal charges, necece:, "8 
attern pen 


that little more than sup 


portive counseling be offered during tha; ol 

eriod. services to victims in emotiona] 
: The pattern of who a, because, as of mid-1986, 44 sais th 
will soon be changing. d the Virgin Islands offer compensati, ,. 
District of Columbia, an hysical injury—and a f a te 

tims of crimes who suffer physical injury o TCW extend this 
chien “angurance of last resort’ to victims of certain traumatic Crimes 
a +i there was no physical injury—and virtually all these programs 
cover “mental-health counseling” as a compensable service, 

Counseling is now explicitly covered in these programs aS a condition 
of receiving a federal grant under the Victims of Crime Act of 1984, 
Programs that meet that condition (and the other major one, a pledge 
to offer compensation to residents and nonresidents alike) receive , 
grant equal to 35% of the program’s awards the previous year. With 
that significant inducement, most programs are looking for opportunities 
to liberalize their benefits, and that will include encouraging 4 greater 
use of all forms of mental health counseling. 

Two cautions might be raised about the growth of this field of service: 


and 


should addi 


IStr eg. 


First, the maximum awards available from compensation programs 
are not high—$25,000 is well above the current average. That puts 
pressure on the compensation administrators to respond to the occasional 
a that exceed the ceiling in a way that best meets the needs of 

victim and his past and Prospective service providers. Those pres: 
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auieae ie . eaters to be worried about the “open: 
otentially expensive c as it is 

normally practiced, a se P ourse of psychotherapy 


bereft o _% Service system that could leave many victims 

in the oo hte in the middle of their treatment (and could also, 
€ second Siie a financial strain on the compensation fund). 

offering to provide . concerns the competency of the psychotherapis’ 
4 Browing consensus pr ation-aided treatment for victims. Ther ® 
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of their colleagues eon that the training and experience of mos 
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4, Postarrest 


For the vast majority of victims, the first three Stages of service needs 

will be the only ones they face. The majority of victims never see their 
ses result in an arrest and prosecution. 
But for those victims whose suspected assailant is arrested, their 
emotional problems are compounded, first by what doesn’t happen to 
them. All too often, they will receive little information about the arrest 
no consideration in bail proceedings, no notification about pretrial 
hearings, no consultation about a plea bargain (by which 9 of 10 
convictions are arrived at), little information about trial proceedings, 
and no information or consideration at sentencing. 

The exclamation point at the end of this list of bureaucratic insults 
is the rule in force in most states that bars a victim from even observing 
the trial proceedings—except from the witness stand. 

Each such inaction by the criminal-justice system can exacerbate a 
victim's feelings of helplessness and chaos. Despite all the legal theories 
that say a prosecution is brought in the name of the amorphous 
“people,” victims will always believe that it is “their” case that is being 
prosecuted (recall the victim’s statement ‘I was the one who was 
kidnapped, not the state of Virginia’). When they are told they have 
no standing, no right to be involved, no right even to be informed, it 
makes no sense to them. 

Focusing on how the postarrest manifestations of these problems are 
being resolved, prosecutor-based “victim/witness” programs in some 
jurisdictions now inform victims of an arrest, seek their opinion at bail 
hearings, inform them of the prosecutor's decisions as to what charges, 
if any, to file, and give the victim a minieducation about the procedures, 
language, and mores of the criminal-justice system. 

Increasingly, these services are being mandated by a “victims’ bill of 
tights” enacted by a state legislature. It is worth noting that active 
supporters of such legislation now commonly include mental health 
professionals who, like the editor of this volume, have testified effectively 
about the psychological harm that accompanies the procedural injustices 
that such bills of rights seek to end. 

At the same time, it must be emphasized that such bills of rights 
até not self-executing, and even when they nurture the ereatien and 
expansion of victim/witness programs, their services do not always 
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That can be achieved when the victims need to know, to have 


views treated with respect (if not necessarily followed), is h onored. Th 
thirst for information about their case is, for most victims, virtyay, 
unquenchable. After observing and hearing victim reactions fo, sy 
most service providers concur that this need to know is a mental-healir 
issue. If the information can be provided—even if it is negative—ther 
is in most cases a positive effect on the victim’s sense of self. Q 
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5. Precourt Appearance 


The need to know continues through all stages following an arrest 
SC ana and A responsibilities are placed on victims and 
, More and more assistance may be n 
them shoulder the tasks. : cee 0 heb 
: Hr in most cases are involved as prosecution witnesses, even if 
their te ore to is, for example, what they found after discovering 
ape pret een burglarized. As key witnesses, they often mus 

ee ech civ nt heatings or at the trial itself. 

Ic responsibilities can be overwhelming. Ordinary people are 
sey legal terminology, or the court process. 
aS oe in that system may affect the outcome 
y wo they have a deep interest in seeing that 

try about how they will behave and how 


18 often abused Ay ae eager to help the prosecutors, their eagerness 
W ae os where many become poor witnesses 
Cases ey ne or trial. Common abuses 4 
cted of Be ontion to victims; lack of infor 
88 well as in tact in Bites 3 © victim; harassment in examinatio" 
Participati a als; being fired Interviews and preliminary hearings 
Portation, «cand the simp! €d or docked in pay because of cu" 
ny and the like aa » penses. of parking, child care, trans: 

W from on to Participate in court proceedings. 
© case because of such pressures, ! . 
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, become depressed and upset because they did not help as 

ee a . ) at p as much 
ss ossible. If they remain in the system, they may find they are livi 
en t anxiety because of the eine te 9 awally 
in constan = uncertainties in the court system 

In jurisdictions with victim services, such problems are often miti ated 
by victim service providers who not only provide information a the 
case, and assist 1n scheduling problems, but also serve as counselor 
to victims as they confront each additional trauma. Indeed, the ean 
in many prosecutors’ Offices is to use victim/witness staff — gabe 
cut the bureaucratic red tape for victims, but also to peatatndicate eve 
victims’ interests and concerns to the attorneys—a process that puts 
the victim /witness staff increasingly in the roles of counselor/advocate 
on the one hand, and of paralegal aides to the prosecutors, on the 
other. 

The paralegal aspects of these evolving job descriptions are interesting. 
As attorneys get used to the idea of in-house staff actually speaking 
up for the victims, they often discover that the counselor/advocates 
have interesting and useful insights about the prosecutors’ witnesses— 
which translates into shaping the strategy they pursue in seeking guilty 
pleas or preparing for trial. Though it occasionally happens that the 
victim/witness staff will develop “hard” evidence of use to the attorneys, 
it is their less direct, “humanizing” influence that is probably having 
the greatest effect on the quality of prosecution services—and on the 
gratifications of being a prosecutor. 

These qualitative effects of new victim rights and services converge 
most tellingly on plea bargaining, which is the most common, conse- 
quential event that takes place at this stage. The increasingly common 
rule that prosecutors must consult with victims prior to entering plea 
negotiations has produced two notable changes and one surprising 
nonchange. 

First, prosecutors who talk to the victims before discussing a possible 
plea with defense counsel know what their case is “worth” (to use 
their vernacular) far better than when they relied solely on the infor- 
mation written on a sketchy police report. This strengthens their hand 
in fashioning a just resolution through the somewhat-informal way 
most convictions are obtained. Note that it is the better practice for the 
prosecutor, not the victim/witness staff member, to make that consul- 


tation call to the victim. 
Second, the evidence is that victims are extraordinarily gratified to 
ictim is persuaded of 


get that call. In the vast majority of cases, the vic Sela 
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ait A larger factor may be that victims are Rot as vindictive i 
ne Anecdotal reports tell us that many victims—perhaps ; 
See of the total—would be satisfied with a sentence that would 
be less harsh than is the norm in a given community. Whatever the 
reason, there is increasing evidence that it is the process of justice, no; 
the product, that most concerns victims. 


6. Court Appearance 


The problems that victims face prior to a court appearance are similar 
to those they encounter when their day in court arrives. However, in 
one critical aspect those problems grow larger the closer the victim gets 
to taking the witness stand, for in the anticipation as well as the event 
itself, victims have to relive the facts of the criminal incident itself. The 
very recounting of the trauma, especially in that setting, often triggers 
a teexperiencing of the crisis and all its manifestations. 

& ose Naa Sh it difficult to confront their assailant. The person's 
accused by word ort aA ae “f ee reppenes I 
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As a result, victim service providers feel that in addition to 
sesistance such as transportation, child care, and the like during a court 
appearance, it is imperative in some cases to prepare the rs court 
for the upcoming experience and to provide him with special A si 
on the day of the court appearance. P Peete 

In preparation, many victim/witness programs make sure that th 
yictim observes one or more trials so that they gain some understandi : 
of the people, the process, and the less-than-sensible rules that a 
court proceedings. Victims are often brought to the actual Se a 
(when not in use) where their case will be heard, to sit in the witness 
chair, “test their voice,” and get more comfortable with their surround- 
ings. Prosecutors will often review their expected questions with the 
victim, even role-playing a cross-examination. 

Victim/witness staff are generally discouraged from doing more than 
review the basic principles of being an effective witness—‘‘dress ap- 
propriately,”” “try not to lose your temper,” “tell the truth,” and so 
on—so that, for example, the witness’s testimony will have the kind 
of spontaneity that can be lost if he or she is “‘overrehearsed.” 

On the day of the hearing or trial, service programs often provide 
the victim with a court escort who is trained to help victims understand 
the process and endure it. Most escorts are also victim counselors who 
can help victims debrief after each appearance. In especially traumatic 
cases, the normal preference is to have the victim’s regular counselor 
accompany the victim. 


(and painting the accused 
often painfully surreal to 
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7. Presentence 


Inexperienced observers often think that after the verdict, the case is 
over, However, for victims the period following the verdict or guilty 
plea may be even more emotionally draining. Victims who have watched 
the accused be found not guilty are often embittered about the system 
and may need support as they attempt to find some rational explanation 
for the result, Even victims who themselves harbored doubts about the 
guilt of the accused may feel lost after an acquittal. 

When the accused is found or pleads guilty, the victim must prepare 
for the next stage in the criminal-justice process, the sentencing. A 
number of things should be done during this phase. 

First, victims should be assisted in working with the prosecutor to 
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also give an opinion about what is ine sentence, usually 
through an oral statement at the sente g aring. | 

Although the majority aera cooperate In preparing an impact 
statement—at least when others are given the responsibility of actual 
writing of the statement—only a minority of victims who are allowed 
to speak at a sentencing hearing do so. But nonparticipation is not the 
same as indifference. Most nonparticipants believe that having had the 
option was important to them. And most of the victims who do 
participate emphasize that the sentencing hearing was, both figuratively 
and actually, their day in court. Some speak of that talk almost as a 
rite of passage on their road to recovery. 

Third, the preparation of victims for sentencing includes predicting 
for them the range of sentences possible and making a realistic as- 
sessment of a likely sentence. That prediction should include not only 
the sentence itself, but what it means in terms of the length of time 
in prison, when that seems the likely sentence. Victims are often stunned 
to learn that a 10-year prison sentence may only mean three yeals 
when the parole Practices and “good-time” allowances are factored iN. 
Poteet lh staff member or volunteer to accompany a 
victims and their fa hep No matter what sentence 1s imposed, 

will feel emotionally exhausted by the process: 


8. Postsentence 
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accomplished or has been flouted. And the activity that kept their grief 
from surfacing has ceased, 

The availability of a counselor at this stage is crucial to many victims. 
They are often unaware of why they are feeling so badly and do not 
understand their own distress. For those who have convinced themselves 
that a “just” sentence will be a catharsis, they are disillusioned when 
the euphoria vanishes soon after the desired sentence is imposed 
Whatever the nature of the deflation, victims need to be reassured that 
it is normal and a natural reaction at this time. 

If the victimization suffered was particularly heinous, and the sentence 
was severe, everyone should be on notice that the victim may not be 
at the end of the process but only at one early stage of a legal struggle 
that may endure for years, during which the victim may again find 
himself consumed by the case, 

Murder convictions—particularly those producing life sentences or 
the death penalty—will almost always be appealed. Survivors of murder 
yictims and other victims of viciousness may face numerous appeals 
and retrials and undergo the trauma of recounting their horror and the 
grief over and over again. For these victims, ongoing support and 
understanding are vital. For this reason, experienced victim service 
providers who work with survivors of homicide victims stay in touch 
and offer supportive counseling for years. 

In addition to the counseling needs of victims in the postsentence 
phase, there are still information and notification needs. The victim 
may want to keep informed as to the offender's prison, probation, or 
parole status. Some states are now developing programs that keep 
victims informed about these concerns, and a growing number of states 
give victims an opportunity to express their opinions about paroling 
the offender. 

Victims may wish to pursue legal recourse through civil courts after 
the criminal case has concluded. Damage suits against offenders are 
not uncommon, and suits against third parties who failed in meeting 
a duty to prevent the victimization are increasingly brought and won. 
Referrals to appropriate legal resources may be useful. If such actions 
are taken, victims may need continued support through that process in 
much the same way as they received it during the criminal case. 

This concludes an overview of the complex nature of victim ave 
as it is coming to be practiced in a number of jurisdictions. What has 
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nt to many service providers is the intricate telationsh; 
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i individual helpers. 

Soe Cann ee active in the victims’ movement look 
beyond the availability of such helpers on a case-by-case basis, To 
them, the larger need is to establish in law the procedural considerations 
and access to services that are now given sporadically as a matter of 
sufferance, not right. Former victims argue that despite substantial 
improvements in the treatment of victims in many jurisdictions, the 
majority of communities still do not have services and the majority of 
victims still face isolation, blame, and injustices through the stigmatizing 
effects of crime. 

To victim advocates, the systemic answer to these grievances has 
been the adoption and enforcement of a code of victim rights. Some 
of those rights were highlighted in the overview of NOVA’s eight-stage 
service model to illustrate the interplay of responsive services and 
responsive rules and procedures. What follows here is a summary 0 
the full range of victim rights that NOVA first propounded in 1980, 
ee age yet legislated a “bill of rights” for victims. - 
has followed suit, a a gach peelation, sia oat atin 
of Prinetples ¢ : £0 t e United Nations has even issued a Decia 
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sel when the victim's integrity is under legal attack 
consultation over such critical decisions as a plea b 
sentence; 

4, The right to reparation through compensation and restitution: 
the right to have stolen property that has been recovered quickl 
returned; the right to services from the criminal-justice ies 
at no cost to the victim or witness; and the right to employment 
protections when a witness must take leave to participate in 
the criminal-justice process; 

5. The right to due process in the courts, such rights being the 
counterparts to those constitutionally accorded the accused; and 

6. The right to dignity and compassion. 


, and to 
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The last of these rights is, of course, a summation of all the others, 
with “dignity” being a call to end the bureaucratic indifference and 
worse that greet victims, and “compassion” being the call for social 
and mental-health services for them. 


FUTURE TRENDS IN VICTIM SERVICES 


In the past 15 years, there has been a dramatic change in the 
understanding of what it is to be a crime victim and how some of the 
needless pains inflicted on victims can be ameliorated or eliminated 
altogether. The reforms that have been adopted in furtherance of this 
goal have been extraordinary, and although practice still lags behind 
principle, a new social-service industry, engaging tens of thousands of 
paid and volunteer counselors and advocates, seems determined to 
make good on society’s new commitments to victims. 

But to this observer, the second 15 years of the victims’ movement 
should produce an even larger body of change than did the first 15 
years, If that prediction proves accurate, we will recall the mid-1980s 
as a time when the victims’ movement had only begun its reform 
efforts. ‘ 

The knowledge we have gained from former victims and the services 

we have instituted in response to that information are valuable. But 

) they also suggest to many of us that there is much more to learn and 
to do. Work is needed in research, in service delivery, and in public- 

policy development. 
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with research in all aspects of family violence showing the Way, by 
the pace of change has to increase if we are to have in place a tr 
effective service system by the turn of the next century, 

Most of what is known has been gleaned from clinical experience 
and testimony from victims themselves. That testimony is an excellent 
foundation for more complicated, empirical research. For example, the 
clinical reports from the Dimondale stress reduction program, with some 
of the more novel insights evidently coming from the Participants 
themselves, propound a full research agenda, and the same can be said 
of scores of other thoughtfully administered service programs, 

In thinking about a common agenda for the researchers, clinicians 
counselors, advocates, and activist victims in the years to come, a 
number of observations can be made. 

First, there seems to be a general consensus on the immediate crisis 
reaction of victims to crime, but the long-term effects of serious vic 
timization have yet to receive an adequate response. This is obviously 
Si eee that should be addressed through collaboration between 
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The fourth observation flows from the third: we have little eee 
ys among the different types of interventions we ae: dewien. 4 4 
‘ of differential diagnosis and tre : py Pee 
the idea é atment found in one service 
center is rare. High on the research agenda of “what works and why” 
should be @ study of self-help groups, their dynamics, successes oa 
failures. These are, after all, the preferred tool of support and sites 
of many victims and an increasing number of service providers. - 

Fifth, there is limited information or analysis on the effects of multiple 
yictimizations. In considering this issue, there should be an effort to 
examine not only the impact of multiple crime victimizations, but the 
effect of several different kinds of victimizations (disaster, secidertal 
racism, and the like) on a single victim. 

Sixth, the structure of service delivery in the future may also see 
vast change. Most important is the need to get services to special 
population groups that are infrequently or ineptly reached by victim 
assistance programs. These population groups include racial minorities, 
gays and lesbians, the elderly, the differently abled, refugees, un- 
documented workers, and the chronically mentally ill. 

Seventh, services need to reach all types of victims. Although there 
are rape crisis services in most communities and domestic-violence 
programs in many areas, there are still almost no services to help 
burglary victims, survivors of homicide, victims of catastrophic physical 
injury, arson victims, vandalism victims, and others. It is ironic that, 
statistically speaking, the most common victims of the most traumatic 
of crimes—that is, the families of young, black males who have been 
murdered—are effectively excommunicated from victim services because 
of their demographics and the nature of the crime that has affected 
them. 

Bighth—to harp on a recurring theme—it is critical that the established 
mental health professions become more informed and involved in victim 
services. Even though the use of self-help groups and lay counseling 
will undoubtedly remain the core service, they and the victims they 
serve will have increasing need of clinical and empirical researchers, 
and particularly of psychotherapists, if the movement is to fulfill its 
mission in the coming decades. 

To expand on this point, one s 
movement holds the mental-health professions 
Few of their members were there at the founding of the movement, 
and many of their practitioners, through ignorance, have not been 
helpful to their victimized patients. But overshadowing these old prob- 
lems are the contributions of pioneers in the mental health professions 
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Ninth and finally, the future of the victims’ movement will be matke; 
by a trend toward ensuring that victims have status and Stature in th 
criminal justice system. Victims already recognize that legislated bill 
of rights are nothing more than rhetoric unless legal remedies are 
available to enforce them. The next decades will in all probability see 
a number of legal and legislative battles to establish those remedies 
Joining in those battles will be psychiatrists, psychologists, psychiatric 
nurses, and social workers, all of them seeking to explain that “justice” 
and “mental health” have the same overlapping connection as do mind 
and body. 

The most important characteristic of the victims’ movement of the 


future is that former victims will have claimed their right to be part 
of what tak 


es place in the name of victim-oriented research, a 
and public policy. More than ever, they will look to the rest of us as 
helpers, not leaders, in their quest for regained control over their lives 
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Fditorial Postscript 


This book is the eleventh in the Psychosocial Stress Series. Readers 
are urged to consider other books in the Series for both background 
and extension of this outstanding volume. 

The first volume in the Series, Stress Disorders Among Vietnam Veterans, 
published in 1978 and edited by Charles R. Figley, focused on the 
immediate and long-term effects of war. It alerted the nation to the 
difficulties of coping with one’s war experiences long after the war was 
over. It provided a state-of-the-art source book for scholars and prac- 
titioners working in the area of war-related stress reactions and disorders. 
With the publication of this book and other resources, mental health 
professionals and policymakers began to recognize the complexity of 
the postwar readjustment of Vietnam veterans. Soon a national outreach 
program emerged within the Veterans Administration with storefront 
Vet Centers in every major city in the country and inpatient treatment 
programs in many VA Medical Centers across the country to focus on 
these problems. As a result, thousands of professionals have since 
become aware of the special circumstances of war veterans. 

The next two volumes in the Series, Stress and the Family, Volume I: 
Coping with Normative Transitions and Stress and the Family, Volume II: 
Coping with Catastrophe, edited by Charles R. Figley and Hamilton I. 
McCubbin, provide a comprehensive summary of the available infor- 
mation about how families cope with psychosocial stress. The former 
volume attends to the typical and predictable stressors of family life, 
while the latter volume focuses on how families cope with extraordinary 
and unpredictable stressors. Each chapter follows the same outline, 
which first introduces the stressor, then identifies the functional and 
dysfunctional ways families and family members cope. 

Trauma and Its Wake, Volume I: The Study and Treatment of Post- 
Traumatic Stress Disorder, edited by Charles R. Figley, is the fourth book 
In the Series. It is the first attempt to generalize research and clinical 

dings among a wide variety of traumatic or catastrophic events toward 
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includes the So . work of scholars—both 
‘ans—from all of the major mental health disciplines Sie 

eexpleaton and aplication of knowledge about the Sa 
impact of traumatic experiences: how the memories of cine 
stressful life experiences invade the everyday life of those who survi ri y 
them. The chapter by Jacob D. Lindy, “An Outline for the PevehGanaien 
psychotherapy of Post-Traumatic Stress Disorder,” served as the ieifel 
thesis for and eventuated in his recently published book, which is part 
of this Series. 

The ninth book in the Series, Stress and Addiction, coedited by Edward 
Gottheil, Keith A. Druley, Steven Pashko, and Stephen P. Weinstein 
is the first to link, in a systematic and scholarly way, factors of psy- 
chosocial stress and addiction. In all, 27 scholars collaborated to con- 
tribute 21 chapters to this volume. Although the volume is research- 
based, it provides important directions for clinicians working in either 
the stress or addictions area, and particularly for scholars who are 
focusing their efforts on the interface between the two areas. 

Vietnam: A Casebook, the tenth book in the Series, elaborates and 
exemplifies the Lindy approach to psychotherapy with Vietnam war 
veterans. In collaboration with his friends and colleagues, Bonnie L. 
Green, Mary C. Grace, John A. MacLeod, and Louis Spitz, and with 
contributions from six others, Jacob Lindy provides a sensitive guide 
to clinicians who care for Vietnam veterans and those whom they care 
for. 

This eleventh book in the Series fits well along side these books, 
which focus on the immediate and long-term impact of a wide variety 
of psychosocial stressors. Congratulations to Dr. Ochberg and his con- 
tributors, 
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Charles R. Figley, Ph.D. 
Series Editor 
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“If time is an elusive and precious commodity and you must choose a single book 
on the subject of Post-Traumatic Stress Disorders, you will not be disappointed by 
Post-Traumatic Therapy and Victims of Violence... Ochberg has drawn together 
experts of international reputation in clinical victimology.” . 
—Psychiatric Journal of the University of Ottawa 


Frank Ochberg—one of the pioneers in the field—has brought together nationally 
and internationally recognized experts who have treated thousands of victims in 
such subspecialty areas as rape, incest and battering, as well as Vietnam veterans 
and refugees. They provide a wealth of knowledge about Post-Traumatic Therapy 
(PTT) within these populations. 

PTT is not just a series of techniques but a clinical philosophy that requires em- 
pathic understanding of the victim, collaboration between therapist and client, and 
recognition of empowerment as a therapeutic tool. PTT centers on stress and cop- 
ing, focuses on the strengths of the victim, and is integrative with respect to bio- 
logical, psychological and social factors. 

In their presentations, the authors generally take into account five critical aspects of 
the victim’s experience: bereavement, victimization, autonomic arousal, death im- 
agery and negative intimacy. They describe a broad range of approaches including 
military medicine, domestic violence intervention and sexual assault counseling. 


The Psychosocial Stress Series is an extraordinarily wide-ranging one, covering 
diverse stressful life situations, from workplace anxieties to post-traumatic stress 
in war veterans. The Series Editor is Charles R. Figley, Ph.D., Director, Psychosocial 
Stress Research Program at Florida State University. For advance notification of 


new titles in this series, please write to Brunner/Mazel, Inc., 19 Union Square West, 
New York, NY 10003. 
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COMPASSION FATIGUE: Coping with Secondary Traumatic Stress 
Disorder in Those Who Treat the Traumatized 

Edited by Charles R. Figley, Ph.D. 
Focuses on those individuals who provide therapy to victims of Post-Traumatic 
Stress Disorder—crisis and trauma counselors, Red Cross Workers, nurses, doc- 
tors and other caregivers who themselves often become victims to secondary trau- 


matic stress disorder or “compassion fatigue” as a result of helping or wanting to 
help a traumatized person, 
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